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STOP AS WELL AS PREVENT VOMITING AND NAUSEA 


no special precautions no known contraindications 


The first specific 
antiemetic antinauseant entity 
New oan 


TIGAN IS NOT A CONVERTED ANTIHISTAMINE, NOT A CONVERTED 
TRANQUILIZER, NOT A CONVERTED SEDATIVE, NOT A COMBINATION. 


1. Chemically —different as well as new—a specific antiemetic entity. 

2. Pharmacologically— different as well as new—no demonstrable effects other than antiemesis. 
Therapeutically —different as well as new—stops active vomiting in addition to prophylactically 
preventing nausea and emesis. 

Clinically — different as well as new—effective in the widest range of common and special situations, 
such as nausea and vomiting of pregnancy, G.I. disorders, drug-induced vomiting and travel sickness. 
Practically —different as well as new—patients may drive, fly and work in hazardous situations, 
even when previously interdicted with other agents. 


Available in oral, injectable and suppository forms. 


TIGAN’ *-—brand of trimethobenzamide 


LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. 
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New revitalizing tonic 
brightens 


A sense of frustration and inadequacy, faulty nutrition, waning 
gonadal function — RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 

and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement ...’! “Patients reported an increase in 
alertness, vitality and sense of well being.’ 


PRESCRIBE RITONIC 
for your geriatric patients, your middle-aged patients and your postmenopausal 


Each Ritonic Capsule contains: 


Ritalin® hydrochloride mg. 


Remember 


methyltestosterone 
ethinyl estradiol 
thiamin (vitamin B,) 
riboflavin (vitamin 
pyridoxin (vitamin B.) 
vitamin B,, activity 
nicotinamide 


dicalcium phosphate 


1.25 mg. 

5 micrograms 
5 mg. 

1 mg. 

2 mg. 

2 micrograms 
25 mg. 

250 mg. 


reserpine CIBA) 


SERPAS 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon. 
Supplied: Ritonic CAPSULES; bottles of 100. 
References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: To be published. 


RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 
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in peripheral vascular disease... 
direct, prolonged action 


In both vasospastic and occlusive peripheral vascular diseases, 
CYCLOSPASMOL is orally effective, well tolerated, and notably free 
from side-effects. Clinically proved, it is recommended for the 

control of intermittent claudication in arteriosclerosis obliterans, 
Raynaud's disease, and Buerger’s disease. Also for treatment of trophic 
and diabetic ulcerations and for circulatory impairment of feet, 

legs, and hands. 


VASODILATING EFFECT OF CYCLOSPASMOL DEMONSTRATED BY THERMAL DATA' 


Before CycLoSPASMOL therapy—average skin temper- After Cycospasmot therapy (100 mg. q.i.d. for 2 
ature of fingertips of both hands weeks)—average skin temperature of fingertips of 


Omin. 5 10 Omin. 5 10 15 20 


Patient is 65-year-old woman suffering from peripheral vascular disease attended by 
vasospasm. Before CycLospasMoL, skin temperature remains almost constant fol- 
lowing ice bath. Skin temperature climbs six degrees in the same interval, however, 
when patient is on CYCLOSPASMOL therapy. 


CYCLOSPASMOL 


IVES-CAMERON 
Cyclandelate (3,5,5 trimethylcyclohexy! mandelate), 
COMPANY ives-Cameron; U.S. Patent No. 2,707,193 


Vork Reference: 1. Kappert, A.: Schweiz. med. Wehnschr. 85:273, 1955. Bibliography: 1. Van Wijk, T.W.: 
Angiology 4:103, 1953. 2. Githespy, R.O.: Brit. M.J. 2:1543, 1957. 3. Giihespy, R.O.: Angiology 7:27, 1956. 
4. Winsor, T.: Angiology 4:134, 1953. 5. Reeder, J.J.: Geneesk. gids. 31 :370, 1953. 
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release from pain and inflammation 


with BUFFERIN. ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 

The analgesic and specific anti-inflammatory action of Burrertn helps 

reduce pain and joint edema—comfortably. BUFFERIN caused no gastric dis- 

tress in 70 per cent of hospitalized arthritics with proved intolerance to 
r aspirin. (Arthritics are at least 3 to 10 times as intolerant to straight aspirin 

as the general population.') 


No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for 
prolonged periods will not cause sodium accumulation or edema, even in 
cardiovascular cases. 

Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids 
magnesium carbonate, 114 grains and aluminum glycinate, % grains. 

Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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Pneumonitis, otitis, tonsillitis, adenitis, sinusitis or 
complication 

about one in eight cases of acute ir 
‘rotect and relive the “cold” 


Compound 
tetracycline). Each TABLET contains: IN® Tetracycline 
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toward anemia is greater 


meet her greater needs for diet supplementation 
... specify Natalins Comprehensive / Natalins Basic 


Vitamins and minerals, Mead Johnson 


Vitamins and minerals, Mead Johnson 


both extra-generous in iron, ascorbic acid and calcium 


A study' of 461 infants, age 3 months to 114 years, 
has shown a 26% greater incidence of anemia in 
second, third, and later children than in first-born 
children. “A plausible explanation . .. was that the 
successive siblings suffered increasingly severe iron 
deficiency because the mother’s iron stores were 
depleted by successive pregnancies.” 


Natalins Comprehensive tablets supply 12 vitamins 
and minerals, and Natalins Basic tablets-supply 4 
vitamins and minerals. Both are formulated to meet 
the special needs of multiparas by supplying gen- 
erous amounts of elemental iron (40 mg. per tablet), 
ascorbic acid (100 mg. per tablet) and calcium 
(250 mg. per tablet). 

Convenient one-a-day tablet dosage. 


1. Guest, G. M., and Brown, E. W.: A.M.A. Am. J. Dis, Child. 99: 486 (May) 1957. Both formulations phosphorus-free. 
\ Mead Johnson 
Symbol of service in medicine 


| MULTIPARAS the tendency 10.8% 64 
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In the menopause... 
transition without tears 


Milprem promptly relieves emotional distress 
with lasting control of physical symptoms 


® In minutes, Milprem starts to ease anxiety and 
] p ¢ } depression. It relieves insomnia, relaxes tense muscles; 
alleviates low back pain and tension headache. As the 


patient continues on Milprem, the replacement of estrogens 


Supplied in two potencies for dosage flexibility: . 
MILPREM.-400, each coated pink tablet contains 400 mg. Miltown c hecks hot flushes and other physical symptoms. 
(meprobamate) and 0.4 mg. conjugated estrogens (equine) 


MILPREM-200, each coated old-rose tablet contains 200 mg Easy dosage schedule: One Milprem tablet t.i.d. 


Miltown and 0.4 mg. conjugated estrogens (equine). . 
Both potencies in bottles of 60. in 21-day courses with one-week rest periods; during the 


Literature and samples on request. rest periods, Miltown alone can sustain the patient. 


WW WALLACE LABORATORIES, New Brunswick, N. J. 
A 


MEDICAL TIMES 


| 
| j 
12a 


MEDICAL TIMES PERG JOURNAL FOR THE FAMILY PHYSICIAN 


EDITOR-IN-CHIEF . PERRIN H. Lona, M. D. 


Chairman, Dept. of Medicine, College of Medicine at 
N. Y. C., State University of New York. Chief, Dept. 
of Medicine, Kings County Hospital, Brooklyn, N. Y. 


ASSISTANT EDITOR r YALE Enson, M. D. 


ASSISTANT EDITOR SALVATORE R. M.D. 
ART DIRECTOR (COVERS) ‘ STEVAN DOHANOS 


ART EDITOR (ANATOMICAL) C. JOHNSON 


Asst. Professor of Surgery (Medical Illustrator), Dept. of Post- 
Graduate Surgery, N. Y. U. Postgraduate Medical School. 


ASSISTANT ART EDITOR Git Fox 
ASSISTANT ART EDITOR Avex Korzky 


FINANCIAL EDITOR ‘, | C. NORMAN STABLER 


TRAVEL EDITOR JouHN F. PEARSON 


KATHERINE C. WEBER 


ASSISTANT PRODUCTION James F. McCARTHY 
EDITOR 


CONTRIBUTIONS Exclusive Publication: Articles are accepted for publication with the under- 
standing that they are contributed solely to this publication, are of practical value to the general practi- 
tioner and do not contain reference to drugs, synthetic or otherwise, except under the following con- 
ditions: 1. The generic and not the trade name must be used, provided that no obscurity results and 
scientific purpose is not badly served. 2. In relation to therapeutic agents, the policy enumerated by 
the Council on Drugs of the American Medical Association will be followed by this journal, When 
possible, two copies of manuscript should be submitted. Drawings or photographs are especially desired 
and the publishers will have halftones or line cuts made without expense to the authors. 


MEDICAL TIMES Contents copyrighted 1959 by Romaine Pierson Publishers, Inc. Permission for 
reproduction of any editorial content musi be in writing from an officer of the corporation. Randolph 
Morando, Business Manager and Secretary; William Leslie, ist Vice President and Advertising 
Manager; Roger Mullaney, 2nd Vice President and Ass't Advertising Manager; Walter J. Biggs, Sales 
and Advertising. West Coast Representative: Ren Averill Co., 232 North Lake Avenue, Pasadena, 
California. Published at East Stroudsburg, Pa., with executive and editorial offices at 1447 Northern 
Boulevard, Manhasset, N. Y. Subscription rate $15.00 per year to physicians and medical libraries. 
All other subscribers $20.00 per year. Canada and Foreign postage $5.00 extra. Notify publisher 
promptly of change of address. 


(VOL. 87, NO. 10) OCTOBER 1959 130 


7 
PRODUCTION EDITOR : 
| 
‘ 


what lurks beyond the broad spectrum? 


“Broad spectrum” has evolved into an especially apt term to describe a growing number of “specialized” antibiotics. 
These provide the best means of destroying pathogenic bacteria which range all the way from large protozoa through 
gram-negative and gram-positive bacteria to certain viruses at the far end of the spectrum. 
But beyond the spectrum lurk pathogenic fungi. Aggressive infections often require intensive broad spectrum antibiotic 
attack. It becomes more apparent every day that fungal superinfections may occur during or following a course of such 
therapy.’* Long term debilitating disease, diabetes, pregnancy, corticosteroid therapy, and other causes may predispose 
to such fungal infections’** as iatrogenic moniliasis. These facts complicate the administration of antibiotics. 
Mysteclin-V controls both — infection and superinfection. Mysteclin-V makes a telling assault on bacterial infections 
and, in addition, prevents the potentially dangerous monilial overgrowth.*** Mystéclin-V is a combination of the 
phosphate complex of tetracycline —for reliable control of most infections encountered in daily practice — and 
Mycostatin, the first safe antifungal antibiotic. 
Case history after case history marked “recovered” provides clinical evidence of the special merit of this advance in 
specially designed antibiotics. When you prescribe Mysteclin-V, you provide “broad therapy” with extra protection that 
extends beyond the spectrum of ordinary antibiotics. ano 
Supplied: Tetracycline 
Tetracycline HCl (mg.) units 
Mysteclin-V Capsules (per capsule) 250 250,000 
Mysteclin-V Half-Strength Capsules (per capsule) 125 125,000 


Mysteclin-V Suspension (per $ cc.) 125 125,000 
Mysteclin-V Pediatric Drops (per cc. — 20 drops) 100 100,000 


Mysteclin - Vv 


squies ETRACYCLINE PHOSPHATE COMPLEX (SUMYCIN) AND NYSTATIN (MYCOSTATIN) 
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VERSATILE FURACIN 


effective by intrapleural instillation’ 


the situation: Four-month-old infant with staphylococcal pneumonia and 
empyema resistant to most antibiotics was allergic to antibiotic chosen after sensi- 
tivity tests. Thoracentesis produced 30-40 cc. of creamy, purulent fluid. Organism 
was Staphylococcus aureus, coagulase positive. 


then Furacin was instilled: 0.2% solution was diluted equally with 
physiologic saline and 10 cc. of mixture instilled twice daily into pleural space, with 
suction catheter clamped off for 1 hour. Fluid almost immediately became thinner 
and less viscous. Twenty-four hours later infant was less irritable, voluntarily 
started taking food. Instillations stopped. FURADANTIN® Oral Suspension prescribed. 
Recovery uneventful. 1. Perkins, J. L.: Kansas State M. J. (to be published). 


FURACIN 


brand of nitrofurazone 


FURACIN has been in clinical use for more than 13 years. Today it is the most widely 
prescribed single topical antibacterial agent. Like other nitrofurans, FURACIN re- 
mains effective, even in pus, sera or exudates, against pathogens which have de- 
veloped—or are prone to develop—resistance to antibiotics. 

FURACIN, in a water-miscible base of polyethylene glycols, is available in a number 
of dosage forms. Included are Soluble Dressing, Soluble Powder, Solution and 
Cream. Also in Vaginal Suppositories, Inserts, and in special formulations for eye, 
ear and nose, 


NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides an J 
EATON LABORATORIES, NORWICH, NEW YORK 
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Therapeutic Reference 


The following index contains all the products advertised in this issue. Each 
vy product has been listed under the heading describing its major function. By 
referring to the pages listed, the reader can obtain more information. All of the 
producis listed are registered trademarks, except those with an asterisk(*). 


Allergic Disorders and Asthma Antidepressants 


Anergex 147a Deaner 57a 
Benadryl 26a, 27a Deprol 62a 
Corilin 99a Niamid 72a, 73a 


Decadron 45a, 46a, 47a 
Disomer 42a, 43a 


Medihaler EPI & ISO 225a Antiemetics 
Novahistine DH 243a 
Novahistine LP 24a Tigan Cover 2 


Polanil 173a 
Tedral 64a 


Antiinflammatory Agents 
Analgesics, Narcotics, Sedatives and Hypnotics Chymar 199a 


Varidase 187a 
Hyptran 149a 
Nembutal 112a 
Noctec 10la Antineuritics 
Phenaphen, Phenaphen with Codeine 108a, 109a ; 
Synalgos 153a Protamide 88a 


Tylenol 178a 


Antispasmodics 
Anesthetics 
Bentyl 89a 


Xylocaine Solution between pages 34a, 35a Butibel 12la 


Antacids and Intestinal Adsorbents Appetite Stimulators 


Creamalin 77a Redisol 28a 
Titralac, Titralac-SP 165a 


Arthritic Disorders and Gout 


Antibacterials 
Anturan 65a 
Altafur 140a, Benemid 39a, 40a 
Betadine Aerosol Spray 17la Bufferin 6a 
Furacin Butazolidin 24la 
Pabalate & Pabalate-HC 128a, 129a 
Parafon with Prednisolone 255a 
Antibiotics and Chemotherapeutic Agents Sterazolidin 34a 
Achrocidin 8a 
Declomycin between pages 132a, 133a Cardiovascular Disorders 
Kantrex between pages 164a, 165a 
Mysteclin-V_ Arlidin 80a, 8la 
Orabiotic 230a Butiserpine 68a 
Panalba 78a, 79a Cyclospasmol 4a 
Pentazets 6la Diupres 218a, 219a 
PensVee K 226a, 227a Esidrix-Serpasil 84a, 85a 
Sulfasuxidine Cover 4 Gitaligin 35a 


Hesperidin & Lemon Bioflavonoid Complex 179a 
Hydro Diuril 208a, 209a 
Anticholinergics Metamine Sustained 260a 
Miltrate 52a 
Milpath 127a, 246a Peritrate 20 mg. 90a 
Pathibamate 160a, 16la Singoserp 248a, 249a 
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letary adequacy 
cost... 


The clinical superiority of MoL-1RON for the correction of iron deficiency during preg- 
nancy has been estab}ished by more published reports than are available for any other 
iron preparation.* 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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y Central Nervous Stimulants Equipment and Supplies 
Niatric 133a Birtcher Products* 232a 
Ritonic 3a Miranda C Camera 202a 


Choleretics Eye, Ear, Nose and Throat 


Oxsorbil, Oxsorbil-PB 32a Aerosporin 98a 
Biomydrin Nasal 177a 
Cortisporin 98a 


Contraceptives Lidosporin 98a 
Neo-Hydeltrasol Nasal 162a 
Koromexa 2lla Otobiotic Drops 125a 


Ortho-Gynol 228a 
Ramses 163a 


Feminine Hygiene 

Coug! Control Modess Tampons between pages 228a, 229a 
245a 

othera dla 
Dilaudid Cough Syrup 20a Foods and Beverages 
Hycomine Syrup 23la 
Phenergan Expectorant 183a Citrus Fruits 56a 
Phenergan Fortis S4a, 5Sa 
Romilar CF 236a, 237a 
Tessalon perles 131a G. U. Preparations and Antiseptics 
Furadantin 18Sa 


Gantrisin, Azo Gantrisin 104a, 105a 


Diabetes 
Orinase 96a, 213a Hematinics 
Mol-Iron Prenatal 


Diagnostic Agents Pronemia 175a 


Roncovite-mf 158a 
Regitine 


18a 


Hemorrhoids and Rectal Disorders 
Wyanoids HC 74a 


Diarrheal Disorders 


Cremomycin 107a 
Spensin, Spensin-PS 215a 


Hemostasis 
. Diuretics Mephyton 250a, 25la 
Diamox 48a 


Hormones 
i i stor. 
62a, Tace  156a, 157a 
Zonas 83a 
Immune Serums 
Edema Hypertussis 232a 


Esidrix 118a, 119a 


Infant Formulas and Milks 
Dextri-Maltose 247a 


Mysoline 239a Enfamil 70a, 7la 
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now available 


*DILAUDID 
Cough Syrup 


for coughs that must be controlled 


dependable 
convenient 
pleasant tasting 
economical 


Formula: Each 5 cc. (1 teaspoonful) contains: 


DILAUDID hydrochloride . . 1 mg. (1/64 gr.) 
Glyceryl guaiacolate .. . 100 mg. (1% gr.) 


Dose: 1 teaspoonful (5 cc.) repeated in 
three to four hours. 


(for children adjust dose according to age) 


*Subject to Federal narcotic regulations. Dilaudid,® brand of dihydromorphinone, E. Bilhuber, Inc. 


KNOLL PHARMACEUTICAL COMPANY 


(formerly Bilhuber-Knoll Corp.) 
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Laxatives and Anticonstipation Preparations 


Caroid and Bile Salts Tablets 18la 
Dechotyl 122a, 123a 

Doxidan 135a 

Ex-Lax 212a 

Surfak 198a 


Menstrual, Premenstrual and 
Menopausal Syndromes 


Milprem 12a 
PMB 200 194a 


Migraine 


Ergomar 257a 
Wigraine Cover 3 


Muscle Relaxants 


Disipal 170a 

Parafon 255a 

Parafon with Codeine 155a 
Soma opposite page 9la; 9la 


Nervous Indigestion 


Donnazyme 95a 


“Neuroleptics” 


Permitil (see Tranquilizers) 136a, 137a, 138a 


Salt Substitutes 
Diasal 222a 


Skin Disorders 


Acid-Mantle 233a 

Acnomel 195a 

Capsebon 193a 

Cort-Acne Lotion 246a 
Desitin Ointment 197a 
Diaparene Ointment 190a 
Domeboro Tabs 233a 

Fostex 235a 

Grifulvin 110a, Illa 

Lipan 186a 

Rezamid Lotion 246a 
Sterosan Hydrocortisone 216a 
Sulpho-Lac 242a 

Vitamin A & D Ointment 159a 
Vitamin A & D Ointment with Prednisolone 229a 
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Steroids 


Aristocort 22a, 23a 
Decadron 167a 

Kenacort 143a, 144a, 145a 
Medrol 103a, 180a 


Tranquilizers 


Mellaril between pages 50a, Sla 

Meprospan 38a 

Miltown opposite page 90a; 203a 

Permitil (see “Neuroicptics”) 136a, 137a, 138a 
Sparine 60a 


Ulcer Management 


Aludrox 15la 
Pepulcin 67a 


Upper Respiratory Infection Preparations 


Cosa-Tetracydin 259a 
Emprazil Zi7a 

Kryl 30a, 3la 
Madribon 252a, 253a 
Madricidin 204a, 205a 
Madrigid 92a, 93a 


Vaginal Preparations 


Hyva 66a 

Premarin Vaginal Cream 210a 
Triva 58a, 59a 

Vagisec 102a 

Vanay Vaginal Cream 50a 


Vitamins and Nutrients 


Beminal Forte 76a 
Delectavites 19la 
Eldec 207a 

Engran 82a 

Filibon 22la 

Gevral 168a, 182a, 206a, 230a 
Myadec 97a 

Natalins 10a 

Stresscaps 154a 

Viterra 223a 

Vi-Tyke Syrup 36a, 37a 


Weight Control 


Biphetamine 

Ionamin 115a 

Metrecal 200a, 20la 

Obedrin between pages 196a, 197a 
Preludin Endurets 169a 
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Substantiated by published reports of leading clinicians: 


- effective control + minimal disturbance 
of allergic of the patient's 

and chemical and psychic 
inflammatory symptoms’ balance'***” 


of the patient's chem psychic balance... 
fthe patients. ical a sychic ba 
icostero 
#5) 


At anti-inflammatory and antiallergic levels ARISTOCORT means: 


* freedom from salt and water retention 
* virtual freedom from potassium depletion 
negligible calcium depletion 
euphoria and depression rare 
no voracious appetite—no excessive weight gain 
low incidence of peptic ulcer 
low incidence of osteoporosis with compression fracture 
Indications: rheumatoid arthritis; arthritis; respiratory allergies; allergic and inflammatory 
dermatoses; disseminated lupus erythematosus; nephrotic syndrome; lymphomas and leukemias. 
Precautions: With aristocort all traditional precautions to corticosteroid therapy should be ob- 
served. Dosage should always be carefully adjusted to the smallest amount which will suppress 
symptoms. After patients have been on steroids for prolonged periods, discontinuance must be 
carried out gradually. 


Supplied: Scored tablets of 1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 16 mg. (white). 
Diacetate Parenteral (for intra-articular and intrasynovial injection). Vials of 5 cc. (25 mg./ce.). 


References: 1. Feinberg, $.M., Feinberg, A.R., and Fisherman, 
E.W.: J.4.M.A. 16758 (May 3) 1958. 2. Epstein, J.1. and Sher- 
wood, H.: Connecticut Med. 22 822 (Dec.) 1958. 3. Friedlaender, 8. 
and Friedlaender, A.S.: Antibiotic Med. & Clin. Ther. 5315 
(May) 1958. 4. Segal, M.S. and Duvenci, J.: Bull. Tufts North East 
M. Center 4:71 (April-June) 1958. 5. Segal, M.S.: Report to the 
A.M.A. Council on Drugs, J.4.M.A. 169:1063 (March 7) 1958. 
6. Sherwood, H. and Cooke, R.A.: J. Allergy 28:97 (Mar.) 1958. 
7. Duke, C.J. and Oviedo, R.: Antibiotic Med. & Clin. Ther. 5:710 
(Dec.) 1958. 8. McGavack, T.H.: Clin. Med. (June) 1958. 9. Frey- 
berg, R.H.; Berntsen, C.A., and Hellman, L.: Arthritis end Rheu- 
matisom 1:215 (June) 1958. 10. Hartung, E.F.: J.4.M.4. 167 973 
(Jane 21) 1958. 11. Hartung, E.F.: J. Florida Acad. Gen. Pract. 
8:18, 1958. 12. Zuckner, J.; Ramsey, R.H.; Caciolo, C., and Gant- 
ner, G.E.: Ann. Rheum. Dis. 17398 (Dec.) 1958. 13. Appel, B.; 
Tye, M.J., and Leibsohn, E.: Antibiotic Med. & Clin. Ther. 5:716 
(Dec.) 1958. 14. Kalz, F.: Canad. M.AJ. 79400 (Sept.) 1958. 
15. Mullins, J.F., and Wilson, C.J.: Texas State J. Med. 54648 
(Sept.) 1958. 16. Shelley, W.B.; Harun, J.S., and Pillsbury, D.M.: 
J.AM.A. 167959 (June 21) 1958. 17. DuBois, E.F.: J.4.M.A4. 
167 :1590 (July 26) 1958. 18. MeGavack, T.H.; Keo, K.T.; Leake, 
D.A.; Bauer, H.C., and Berger, H.E.: Am. J. Med. Se. 236:720 
(Dec.) 1958. 19. Council on Drugs: J.4.M.4. 169-257 (Jan. 17) 
1959. 20. Rein, C.R.; Fleiechmajer, R., and Rosenthal, A.R.: 
A. 1821 (Dec. 7) 1957. 
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in eight years Novahistine hasn’t cured a single cold—but it has brought . 
prompt relief of symptoms to almost 8,000,000 patients* 


With the introduction of Novahistine, a better and safer way to relieve symptoms of a cold became 
available to physicians. The synergistic action of the Novahistine formula...combining an orally- 
effective vasoconstrictor with an antihistamine... promptly clears the air passages and checks irri- 
tant nasal secretions. NOVAHISTINE can eliminate the problem of rebound congestion and damage 
to nasal mucosa in patients who misuse topical applications. « For long-lasting ‘‘Novahistine Effect’’ 
prescribe Novahistine LP Tablets...which begin releasing medication as promptly as conventional 
tablets but continue bringing relief for 8 to 12 hours. Two Novahistine LP Tablets in the morning and 
two in the evening will effectively control the average patient's discomfort from a cold. Each tablet 
contains phenylephrine HCI, 20 mg., and chlorprophenpyridamine maleate, 4 mg. 

*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


fa PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc. « Indianapolis 6, Indiana 


Novahistine | 


LONG-ACTING 
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Off the Record... 


Anyone I Know? 

One of my obstetric patients had just de- 
livered and, as the baby gave out its first cry, 
raised up her head and, as usual, asked, “What 
is it? A boy or girl?” I answered, “A girl.” 
Her next question, asked with all solemnity, 
floored me. It was, “What's her name?” 

C.D. G., M.D. 
Siloam Springs, Ark. 


No How! 


About twenty-five years ago, when I was 
practicing medicine in Indian territory of what 
is now the State of Oklahoma, the following in- 
cident occurred. 

A full blooded Indian of one of the civil- 
ized tribes came to my office one evening to 
see the family doctor. The family doctor, who 
had retired from the practice of medicine after 
plunging and making good in oil, was not there. 
The Indian said that his father was sick and 
I volunteered to go and see him. The son said, 
“The old man may not want you.” However, 
he said that he would be willing to pay me for 
the trip if the father would let me “doctor” 
him, but if the father did not let me “doctor” 
him, I was to receive no fee. The arrangement 
struck my humorous side and I agreed to the 
proposition. 

We drove several miles in the country and 
came to the place where the father was lying 
ill. The region outdoors was lighted by a gas 
flare from the surrounding area of oil wells. 
The bed on which the patient lay was open on 


(VOL. 87, NO. 10) OCTOBER 1959 


True Stories From Our Readers 


Contributions describing actual and unusual happenings in your practice 


are welcome. For obvious reasons only your initials will be published. An 
imported sculptulite figurine ... an amusing caricature of a physician 
. will be sent in appreciation for each accepted contribution. 


the four sides with a canopy on the top. It 
was not a true house—it was not a lean-to, 
but merely a place of protection against the sun. 
One look at the sick man showed that he was 
suffering from a cardiac decompensation. The 
father and son held a conversation in the na- 
tive tongue, of which I understood nothing. 
They conversed several minutes, some of the 
relatives joined in the conversation and, after 
thoroughly discussing the matter in the Indian 
language, the son turned to me and said “He 
don’t want you” and I returned to town laugh- 
ing over the incident. 

D. B. S., M.D. 

Pueblo, Colo. 


Eh? 

Recently my receptionist handed me the tele- 
phone with a twinkle in her eye (it was a rather 
busy day). On the other end of the line a 
rather well modulated Spanish-American voice 
asked how to use a certain powder for feminine 
hygiene. 

I was rather taken aback, and when I re- 
gained my composure, I stated that it was gen- 
erally used in a douche. Following this answer, 
the conversation went as follows: 

“In a what?” 

“In a douche.” 

“In a WHAT?” 

“In a DOUCHE!” 

“How do you spell it?” 

“D-o-u-c-h-e.” 

Concluded on page 29a 
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BENADRYL 
of allergic distress 

ANTIHISTAMINIC-ANTISPASMODIC 

In dermatoses resulting from sensitivity to cosmetic ingredients, BENADRYL provides 

effective control until the causative irritant can be identified and eliminated. 


Potent antiallergic action of BENADRYL gives prompt and prolonged relief from 


itching and whealing, successfully breaking the vicious itch-scratch-infection cycle. 


BENADRYL Hydrochloride (diphenhydramine hydrochloride, Parke-Davis) is avail- 


able in a variety of forms—including Kapseals,° 50 mg. each; Kapseals 50 mg., with 
ephedrine sulfate, 25 mg. ; Capsules, 25 mg. each; Elixir, 10 mg. per 4 cc. ; and for 
parenteral therapy, Steri-Vials,” 10 mg. per cc., and Ampoules, 50 mg. per cc. For 


delayed action, BENADRYL Hydrochloride Emplets,* 50 mg. each. 


PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 
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...and one to grow on 


A tiny tablet of REDISOL to stimulate the appetite — 
to help in the intake of food for growth. 


-REDISOL is crystalline vitamin an essential 
vitamin for growth and the fundamental 
metabolic processes. 


Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, 
on food or in liquids. 


Packaged in bottles hermetically sealed to keep 
the moisture out and to retain vitamin potency in 
25 and 50 mcg. strengths, bottles of 36 and 100 — 
in 100 mcg. strength, bottles of 36, and in 

250 mcg. strength, vials of 12. 


Also available as a pleasant-tasting cherry- 
flavored elixir (5 mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 meg. per cc., 10- 
cc. vials and 1000 mcg. per cc. in 1, 5 and 
10-cc. vials). 


REDISOL 


cyanocobaiamin, Crystalline Vitamin Bi9 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


REDISOL 1S A TRADEMARK OF MERCK & CO., INC 
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Off the Record... 


Concluded from page 25a 


“Thank you,” and there was a click as the 
receiver went down. I still wonder how the 
patient had originally planned to use this prepa- 
ration, and how it was eventually administered. 

J.H.H., M.D. 
Delta, Colo. 


My Card, Madam 

It happened, once upon a time, that a shoot- 
ing took place in a Kansas City hospital. The 
man shot was a night club owner. When he 
was brought to the hospital, he gave the Mother 
Superior his card, which had in the lower left 
hand corner the words, “the hottest Spot in 
Town.” 

The Mother Superior took the card and 
brought it to my ward nurse and asked, “Why 
would anybody advertise the hottest spot in 
town when the hospital is doing everything in 
its power to keep the patients cool?” 

F.G. M., M.D. 
Boulder, Colo. 


This Is It 


A patient entered my office and was asked 
by my receptionist what her complaint was. 
She stated she had kidney trouble. As she took 
the patient to an examining room, the recep- 
tionist asked if she had brought a specimen. 
The patient replied, “Yes, he is out in front. 
His name is Elmer!” 

W.H.B., M.D. 
Harrison, Ark. 


Socio-Medico 


A friend and long time patient of the doctor 
for whom I work was telling him of a friend 
of hers who was a sterility problem. She said, 
“By the way, Doctor, how are you at getting 
women pregnant?” He, being the father of 
seven children, quickly replied, “You mean pro- 
fessionally or socially?” 

D. R., Ass’t. 
G. C. W., M.D. 
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Shy Sleep 


A patient was referred to me for a total 
hysterectomy. Examining her was an ordeal. 
Hesitant to undress, she was forever wrapping 
herself tightly in the cover sheet, pulling it up, 
down, up again, down again. Even on the op- 
erating table she kept on fussing about anxious 
to cover her body—until the anesthesia took 
effect slowly and she blissfully sighed: “Oh, 
good! Now I can really enjoy myself.” 

S. W.G., M.D. 
Brooklyn, N. Y. 


Visit Me 
The elderly lady in her eighty-second year 
was in my office for her monthly check-up. 
After the examination, I remarked that she 
would probably outlive me. (My present age 
—S52.) 
She mulled it over and then said, “If I do, 
what will I do for a doctor?” 
J. P.M., M.D. 
Camden, Ark. 


Fire Water 


I entered an examination room to find a 
small boy with an obviously awful tonsillitis, 
high fever and dehydration. 

Doctor: “How long has your throat been 
sore, son?” 

Boy: “ "bout a week.” 

Doctor: “What have you been doing for it?” 

Boy: “Garglin’.” 

Doctor: “With what?” 

Boy: “Urine (ine pronounced as in wine). 

Doctor: (Using all available control to sup- 
press laughter) “Who suggested such treatment 
and why did you stop?” 

Boy: “Doctor, Grandma said it would cure 
my throat, but I finally gave it up yesterday 
‘cause my water got so strong it just wouldn't 
gargle.” 

R. A. H., M.D. 
Wynne, Ark. 
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ALL QUIET THE 


LATEST | 
ADVANCE IN/ 
SINUS) 
| \ DECONGESTION 
Q SPECIFIC 
COUGH 
MODERATOR 
BROAD 
RANGE 
COUGH/COLD 
FORMULATION 


available only on your prescription 
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30a MEDICAL TIMES 


FRONT 


“KRYL? TABLETS 
for prompt, sustained decongestant effect 


ANTIHISTAMINE ACTION WITHOUT SEDATION Each tablet contains: 
SYSTEMIC DECONGESTION WITHOUT SIDE EFFECTS 
ANALGESIC-ANTIPYRETIC ACTION WITHOUT DRUG 
STIMULATION 

ANTI-STRESS VITAMIN TO MAINTAIN TISSUE l-Phenylephrine HCl .. 
INTEGRITY Ascorbic Acid 

USUAL DOSAGE: Adults, 2 tablets initially, then 1 tablet every four hours. Children (6 to 12), 
half the adult dose. 


SUPPLIED: No. 746 — bottles of 100 and 1,000 tablets. 


“COTHERA: of useless/harmful cough 


Brand of Dimethoxanate hydrochloride 

Acts Selectively—to subdue but not abolish the cough reflex. Safely — non-narcotic. non- 
constipating. no toxicity reported. Swiftly—acts within minutes...lasts for hours, often 
providing nightlong relief with a single dose, Surely — preferred to dihydrocodeinone by 4 


out of 5 patients.* 
*Klein, B.: Antibiotic Med. 5:462 (July) 1958. 


COMPOUND 


MODERATES T THE COUGH PROMPTLY SPECIFICALLY In PALATABLE 
without sedation and respiratory depression Each 5 ce. (one teaspoonful) 
COUNTERACTS HISTAMINE-INDUCED SYMPTOMS contains: 

with full potency and virtually no sedation Dimethoxanate HC] ... 25 mg. 


RELIEVES SINUS AND NASAL BLOCKAGE 
by direct, sustained vasoconstricting effect oak Sig 
enylephrine HCl .. 


RELIEVES PAIN, FEVER, AND HEADACHE Acetaminophen 
through potent but selective central action Ammonium chloride . .. 
SOOTHES IRRITATED MUCOSA AND PROMOTES Sodium citrate 


EXPECTORATION Chloroform 
by demulcent, liquefying, and counterirritant properties Contains 10% alcohol 


USUAL DOSAGE: For both “Cothera” Syrup and “Cothera” Compound—Adults and children over 8 
years o - 2 teaspoonfuls (5 to 10 cc.). Children (2 to 8 years)—1/2 to 1 teaspoonful. Three or four 
times daily. 


SUPPLIED: “Cothera” Syrup, No. 934 — Dimethoxanate hydrochloride, 25 mg. per 5 cc. (tsp.); 
“Cothera” Compound, No. 936 — Bottles of 16 fluidounces and 1 gallon. 


AYERST LABORATORIES New York 16, N.Y. « Montreal, Canada 


(VOL. 87, NO. 10) OCTOBER 1959 


. 
9 
100 mg. 
100 mg. 
’ 50 mg. 
5949 
3le 


“Fattygtoods always give me 


that bloated feeling, 


doctor.” 


Fat-intolerance dyspepsia, with its characteristic 
symptoms of discomforting fullness, flatulence, 
belching and biliousness, can be effectively man- 
aged by means of OXxSORBIL. 

OXSORBIL, containing the surface-active agent 
Polysorbate 80 + pre-emulsifies fats in the stomach 
- stimulates production and flow of bile - decreases 
viscosity of bile and aids in flushing of the gall- 
bladder - maintains normal peristaltic tone. 

When gastrointestinal spasm and nervous ten- 
sion complicate the management of the patient 
OXSORBIL-PB, containing phenobarbital and bella- 
donna, is recommended. 


Supplied: Bottles of 100 capsules. 


Literature available upon request q 
OXSORBIL 


Choleretic— FAT EMULSIFIER—Cholagogue 


OXSORBIL-PB 


IVES-CAMERON The OXSORBIL formula plus phenobarbital and belladonna : 
COMPANY 
Philadelphia 1, Pa. 


For the management of fat-intolerance dyspepsia 
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Edited by Maxwell H. Poppel, M.D., F.A.C.R., Professor of Radiology, 
New York University College of Medicine and Director of Radiology, Bellevue Hospite! Center 


WHICH IS YOUR DIAGNOSIS? 
1. Mediastinal lymphadenopathy 2. Aneurysm 


3. Pericarditis 4. Echinococcal cysts 
(Answer on page 254a) 
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In the Treatment of Rheumatic Disorders 
Greater stability of maintenance dosage 
minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 
spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 
50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Gelgy's trademark for phenylbutazone—Reg. U. S. Pat. Off. 
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suturing $ Xylocaine® HC! Solution applied topically will permit cleaning and 
suturing of wounds with patient comfort in an emergency or in the office. Fast acting — Safe 
— Dependable. 


bursitis: Xylocaine HCI Solution injected into the painful area will diffuse around 
the bursae relieving pain promptly — often restoring normal freedom of motion. Prolonged 
anesthesia often prevents recurring pain. 


therapeutic DIOCK: xXyilocaine HCI Solution interrupts the under- 
lying mechanism of pain, with relief often persisting even after the block has disappeared. It 
is of value in assisting motion or manipulation; for severe, intractable pain conditions; and 
in allowing patient comfort for other procedures. 


minor SUPZECHY = Xylocaine HC! Solution will diffuse over a wide oper- 
ative field, permitting pain-free removal of warts, cysts, moles, etc., and giving safe, effective, 
and predictable anesthesia for patient comfort. 

Supplied: Multiple dose vials, 20 cc. and 50 cc.; 0.5%, 1% and 2% without and with 
epinephrine 1:100,000. Ampules, 2 cc.; 2% without and with epinephrine 1:100,000. 
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PAT. NO. 2,441,498 MADE IN 


“... the digitalis preparation 


of choice for the treatment 


of the usual patient with con- 


gestive heart failure...” 


WIDEST SAFETY MARGIN —AVERAGE THERAPEUTIC DOSE ONLY 


1% THE Toxic Dose. The average therapeutic dose of other 


digitalis preparations is *s the toxic dose.t 


FASTER RATE OF ELIMINATION THAN DICITOXIN OR DIGITALIS 
Lear. Therefore, should toxicity inadvertently occur, 


symptoms would be ef much shorter duration with 
GITALICIN. 


THESE SIMPLE DOSACE EQUIVALENTS MAKE IT EASY TO 


SWITCH YOUR PATIENT TO GITALIGIN—O.5 mg. of Gitaligin 


is approximately equivalent to 0.1 Gm. digitalis leaf, 
0.5 mg. digoxin or 0.1 mg. digitoxin. 

Supplied: 

CITALICIN 0.5 mg. Tablets — bottles of 30 and 100. 

GITALICIN Injection Ampuls—2.5 mg. in 5 cc. sterile, LV. solution, 
GrtaLicin Drops 30 cc. bottle with special calibrated dropper. 
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Hypertensive Heart Disease 
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WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 


LIQUID MULTIVITAMINS 
SYRU 
SYRUP 

PUSH-BUTTON CONTAINER 


for CHILDRE 


INA FLAVORSOME CHERRY SYRUP 


10 DISPENSE: Remove plastic protective (= 
Ploce teaspoon under spout 
Press button for amount desired 


DO NOT REFRIGERATE 
ERLE LABORATORIES Divis 
con Cyonomid Compony, New Yor, MT 


SYRUP: Each 5 ce. (tsp.) PEDIATRIC DROPS: Each 
daily dose contains: 0.6 cc. daily dose contains: 
Vitamin A (Palmitate) Vitamin A (Palmitate) 
3,000 U.S.P. Unita 5,000 U.S.P. Unita 

Vitamin D 800 U.S.P. Unita Vitamin D 1,000 U.S.P. Unita 
Thiamine HCl (Bi) Thiamine HCl 
Riboflavin (Bz) Riboflavin (Bz) 
Pyridoxine HCl (Bs) ... Pyridoxine HCl! (Ba) 
Ascorbic Acid (C) Ascorbic Acid (C) 
Vitamin Biz Niacinamide 
Niacinamide Pantothenic Acid 
Pantothenic Acid (as Panthenol) 

(as Panthenol) Vitamin Biz 
Methylparaben . J Methylparaben 
Propylparaben © Propylparaben 
New, 12 fi. oz. push-button con- 50 cc. bottle with plastic drop- 
tainer. No spilling, no mess. per. 


MEDICAL TIMES 
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a new member of the Lederle 
vitamin family...new cherry- 


flavored V Y KE for 


infants and children... keeps them 
growing...and going... better 


¢ Basic, balanced formula of essential 
multivitamins. 


Refreshing cherry taste—a flavor 
favorite with children. 
= ¢ Easy-to-give with convenient, push- 


— button syrup dispenser or calibrated 
VI-TYKE dropper for pediatric drops. 
-Syrup can be taken plain or as a 
topping for desserts. Drops are easily 
mixed with milk, fruit juices and 
other beverages. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Miltown in 
continuous 
release 
capsules 


Meprospan 
the 24-hour 


tranquilizer 


safe, continuous 
relief of anxiety 
and tension 
... all day... all night 


Supplied: 200 mg. continuous release capsules of 
Miltown (meprobamate, Wallace) in bottles of 30. 
Literature and samples on request 

Ww} WALLACE LABORATORIES ¢ New Brunswick, N.J. 
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OF STONES AND GOUT 


“The possibility of gout should be investigated in each 
patient with arthritis, irrespective of the apparent type.’”* 


“The concentration of uric acid in the serum has been 
emphasized and re-emphasized as a diagnostic aid. In our 
experience it is a most valuable one.””* 


“All patients complaining of non-traumatic musculoskele- 
tal discomfort should have at least one serum uric acid 
determination.’”* 
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common 
manifestations 
of gout 


INDISPENSABLE 
FOR 
THE TREATMENT 
OF CHRONIC 
OUT 


G 
B 
PROBENECID 
a specific for gout 
“As to the use of uricosuric agents in interval treatment of 


symptomless gout, probenecid [‘Benemid’], a benzoic acid 
derivative, is probably the best agent for prolonged use.”’4 


Age 50, male, severe attacks twice a year for 14 years 


MG.% 


uric acid 

ne Le 


18 mos. pre-Benemid {i Minor attack of gout 


Benemid 


Control of gout in therapy with ‘Benemid’, plus adherence to low purine and 
low fat diet. Two minor attacks occurred during the first year of treatment.5 


ehas a most pronounced uricosuric effect 

ecauses marked decrease in serum uric acid 

eacute attacks usually become less frequent and less severe 

emay cause regression in subcutaneous tophi, resorption of osseous tophi 
and recalcification of decalcified bony structure 

earrests or prevents bone damage, so that need for surgery may be obviated 

ehelps return patients to work 


enegligible toxicity 


Dosage between acute episodes: 0.25 Gm. twice daily for one week, followed by 1 Gm. daily in 
divided doses. (Many clinicians prefer to give ‘Benemid’ and colchicine concurrently.) 


Supply: 0.5 Gm. tablets, bottles of 100 and 1000. 


1. Talbott, J. H.: Gout, New York, Grune & Stratton, 1957, p. 123. 2. Lockie, L. M.: Symposium on gout: 
Diagnosis, Metabolism 6:269, way 1957. 3. Kuzell, W. C.; Schaffarzick, R. W.; Naugler, W. E.; Koets, P.; 
Mankle, E. A.; Brown, B., and Champlin, B.: Some observations on 520 gouty patients, J. Chron. Dis. 
2:645, 1955. 4. Hench, P. S.: Gout and gouty arthritis, in Cecil, R. L.: A textbook of medicine, ed. 9, 
Phila., W. B. Saunders Co., 1955, p. 651, 656. 5. Bartels, E. C.: Symposium on gout: Treatment of gout, 
Metabolism 6:297, May 1957. 
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Coroner’s Corner 


A beautiful imported German apothecary jar will be 

sent to each contributor of an unusual case report. 
Or” afternoon I was called to 

see the body of a 20-year-old 

girl who had died in a doctor's 5 
office. History revealed that she 
had meningitis as a young child and ae aN 
had a resulting encephalopathy that rT \ 
had retarded her mentally. She 
wore diapers, played on the floor, > } 
etc. at about a two year-old level. 
History further revealed that on this , a | 
day of the patient’s demise, she had } ; 4 RY || 
been feeling fine and with no appar- t\ ‘N 4 


ent illness. She suddenly became 
very excited, swinging her arms with 
an extremely frantic facial expres- at 
sion. She gasped for air and be- W 
came pale. 

She was rushed to the doctor's 
office and for one-half hours was resuscitated by the fire department 
crew while the doctor was en route from the hospital to his office. 
The physician found that she had expired and called the Coroner's 
office to relate the above history. 

On examination with a laryngoscope a small piece of blue rubber 
was seen between the vocal cords. With the aid of long fingered 
forceps this was extracted from the trachea and found to be a 
deflated toy balloon six inches in diameter. 

It was interesting to note that the prominent color of this patient 
was paleness instead of cyanosis. This, I think, can be explained by 
the theory of circulatory shock that sometimes accompanies laryngo- 
spasm or severe tracheal irritation. 

Cause of death: Asphyxia due to toy balloon in trachea, partially 
aspirated by the patient and aided by the fire department's positive 
pressure apparatus. 


Ar 


F. KraAFT RITTER, M.D. 
Port Clinton, Ohio 
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PURE ANTIHISTAMINE A 

NOW A PHARMACOLOGIC FACT 
BECAUSE DISOMER 

SHEDS THE MOLECULAR DROSS 


| 
7 


NEW...IN THE TREATMENT OF 
ALLERGIC DISORDERS 


therapeutic index’”’ 
¢ unsurpassed clinical efficacy 


»/_* highly effective in exceptionally small doses 
side effects reduced to placebo level 


Disomer....a major scientific advance 
in the pharmacology of antihistamines! 


DisoMeER was described as being “...as close toa 
pharmacologically pure form of histamine antago- 
nist as the chemist can produce.”' Incorporating 
the newest knowledge of structure-function rela- 
tionships, DisoMER comes closest thus far to the 
therapeutic ideal of pure antihistamine activity. 
DISOMER represents the d-isomer of racemic 
brompheniramine maleate. In shedding the 
l-isomer a high point in clinical effectiveness is 
achieved while side effects are reduced to the 
placebo level. 

Therapeutic results have been noteworthy with 
94.7% effectiveness reported.? Equally note- 
worthy is the virtual absence of clinically signifi- 
cant adverse reactions. Indeed, the sole side effect 
reported was occasional, mild drowsiness in only 
4.7% of patients. 

With Disomer your allergic patient remains your 
alert patient while enjoying unsurpassed freedom 


from allergic symptoms. Ready now for your pre- 
scription—DtsoMer is available in a variety of 
dosage forms to fit your patients’ individual 
requirements. 

Availability: 
DISOMER CHRONOTAB*® ... 6 mg. 
DISOMER CHRONOTAB* . 4meg. 


2 mg. per 5 cc. 


Usual dosage: 
6 mg. CHRONOTAB 
4 mg. CHRONOTAB 
2 mg. Tablet 
Syrup | teaspoonful 


@ 


*( hronotab CS is White's repeat-ac tion tablet 


References: (1) Gould, A. H. and Long, D. L.: Clinical 
Pharmacology and Therapeutic Use of Dexbromphen- 
iramine Maleate ( Disomer ), a new Histamine Antago- 
nist (submitted for publication). (2) Medical Department, 


White Laboratories, Inc. 
} 


WHITE LABORATORIES, 
Kenilworth, 


INC. 


New Jersey 


ISOMER 


D sheds the molecular dross 
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DEXBROMPHENIRAMINE MALEATE 


| 
> 
~, 
| 
> 
. bid. 
| 
430 


0.1% INCREASE 
PREGNANCIES 


*The Treatment of Habitual Abertion. Murphy, H. S., et 
Presented at Scientific Exhibit Section, American Medical Ass 
ciation, Atlantic City, N. J., June 8-12, 1959. 
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tFor complete copy of 
clinical report write: 


5 mg. Progestoral® (Ethisterone), 525 mg. Ascorbic 
id487.5 mg. Purified Hesperidin (equiv. 600 mg. 
esperidin complex), 6.0 mg. Sodium Menadione 
sulfite (U.S.P. equivalency), 10.5 mg. dl, Alpha- 
‘ocopherol Acetate (Vitamin E). Boxes of 30 and 100. 


= 
y 
— 
= 
ae ach daily dose of three Nugestoral tablets provides ee 
| lOrganong 
ORGANON INC., ORANGE, NEW JERS 
| 


Acute exacerbation of contact dermatitis 


see next page 


(Courtesy of William C. Grater, M.D., Dallas, Texas) 


| 


i.d. of 


q.i 


Additional literature is available to physicians on request 


After 


¥ 


‘After Days of treatment with 


DEXAMETHASONE 


Photo 6 days following the discontinuation of therapy 
€B Merck Sharp & Dohme oivision of merck & co., inc., PHILADELPHIA 1, PA. 


DECADRON is a trademark of Merck & Co., Inc. 


as 
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single-drug 
control of 
cardiac edema 


DIAMOX mobilizes bicarbonate and with it 
sodium, and the fluids of edema... reduces water 
retention with no notable changes in blood pres- 
sure or electrolyte balance. One tasteless tablet 
each morning ...easy to take... rapidly excreted 
.-.does not interfere with sleep. 


diuresis 
the 


cardia€ 


double-drug 
control of 
congestive heart failure 


DIAMOX alternated with chloride-regulating 
agents provides more dynamic diuresis than can 
any used alone... helps potentiate diuretic effect 
and counterbalance the tendency toward systemic 
alkalosis of chlorothiazide and mercurials... les- 
sens risk of drug tolerance ... extends intensive 
diuretic therapy. 


Supplied: Scored tablets of 250 mg., and Vials of 500 mg. for parenteral use. 


DIAMOX 


Acetazolamide Lederle 


48a 


HCO} regulating diuretic 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York CG@derte) 
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ACROSS 


5. Thin serous fluid from 


a wound 
Sodium, lutecium 
(symbols) 


. Fixed ratio 

. Fragrance 

. Economy {(abbr.) 

. Accessory covering of 


seeds 


. Tendon of a muscle 

. Proton 

. Middle layer of the iris 
. Tumor 


made up of 


nerve cells 


. Healthy tissue in a 


diseased area 


. Radon, oxygen 


(symbols) 


. Part of limb left in 


amputation 


. Perceive 

. The forefinger 

. Decree 

. Nonprotein nitrogen 


(abbr.) 


. Scorch 
. Cover 
. Quantity of matter in a 


given space 


. Nitrogen, gallium 


(symbols) 


. Tubular passage 

. Also 

. In part 

. Pertaining to the ecto- 


derm 


. Contorted 
. Ascends 
. A cupping glass 


Opens mouth involun- 
tarily through drowsi- 
ness 


. Conjunctivitis 
. Inflammation of the 


nose 


. Toward the lee 

. Singing birds 

. Wait expectantly 
. For fear that 

. Attribute 

. Gaunt 


o fu 
16 
> 
28 R29 $2 +> 134+ 15 
37 38 7 
7 
2 53 4 Ss 
fet + 7 
73 
77 
ALAN A, BROWN 
75. Vessels 10. Nerve cells 44. Stories 
76. Charles _.. 11. Extremity (comb. form) 47. Deficiency disease of 
(English Novelist) 12. Frame for weaving childhood 
77. Former 13. -Pappenheim stain 50. Ludicrous 
21. Very swift 52. Hint 
DOWN 23. One (prefix) 54. Jerked 
25. Pertaining to sensation 57. Pertaining to the pyla 
1. Measure of weight 27. Not fluid 59. Useless material 
2. Scarce 28. Hackneyed 60. A feeler 
3. Inflammation (suffix) 29. Mammary gland of 61. Relating to the ileum 
4. A livid spot cattle ( prefix) 
5. Condition resulting 31. Upon (prefix) 62. Bird's abode 
from a morbid process 33. Slight depression (pl.) 63. Comfort 
(suffix) 34. Test for syphilis 65. A row 
. Turning point of a 35. Roentgen rays 66. Belonging to Ida 
disease 37. Meshed fabric 67. Dispatched 
. Honorable (abbr.) 39. Normal temperature 70. Right sacro-anterior 


son 


Medical Teasers 


(Solution on page 184a) 


A challenging crossword puzzle for the physician 


. Foreboding 
. More raw 
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and pressure (abbr.) 
43. At this time 


position of fetus 


(abbr.) 


| 
1. Influenza 
14 
15 
16 
17 
18 
19 
20 
22 
26 
27 
sd 
30 
32 
36 
38 
40 
4! 
42 
45 
48 
49 
51 
53 
55 
56 
64 
68 
69 
71 
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74 
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New Enzyme-controlled 
antifungal therapy to meet 
the growing challenge of 


Vaginitis 


IN PREGNANCY / IN DIABETES / AFTER ANTIBIOTIC THERAPY-Today, monilial 
vaginitis is estimated to be a problem in at least 33 per cent of pregnant women 
and about 10 per cent of nonpregnant females'—a rapidly increasing incidence 
attributed partly to the widespread use of antibiotics. 

“Vanay” Vaginal Cream broadens the scope of specific therapy: (1) ‘Vanay” 
insures a continuous therapeutic fungistatic effect without danger of local reaction; 
(2) in addition, ‘“Vanay” restores and maintains a physiologic pH and normal 
vaginal flora—reducing risk of reinfection. 


Effective response: Treatment was notably effective in moniliasis, as confirmed 
by symptomatic relief and post-treatment smears, Assali reports.2 Marked clinical 
improvement was also noted in 154 of 206 patients, and in some cases symptoms 
subsided within a week of therapy.3 


Other advantages: No monilial resistance demonstrated* / prolonged duration 
of activity* / nonsensitizing / nonirritating / nonstaining / odorless. 


VANAY 


BRAND OF TRIACETIN IN NONLIQUEFYING BASE 


Indications: specific in monilial 

UNIQUE ENZYME-CONTROLLED FUNGISTASIS WITHOUT IRRITATION** vaginitis. .adjunctive in tricho- 
moniasis ... also valuable in non- 

en Esterase (present in serum and fungi) specific vaginitis where an acid 


+f 
pH must be restored and main- 
tained. 


Usual Dosage: 2to4 grams daily. 
Supplied: No. 204-250 mg. Glyc- 
eryl triacetate per gram in a non- 
liquefying base. Combination 
package: 1% oz. tube with 15 dis- 
posable 


ZONE OF 
CONTINUOUS ACTIVITY 


Esterase activity decreases and limits rate of release References: 1, Idson, B.: Drug & Cos- 
of free fatty acid which stops short of irritation level metic Industry 84:30 (Jan.) 1959. 
2. Assali, N. S.: Personal communica- 
tion. 3. Combined results of 18 clinical 
investigators, Medical Records, Ayerst 
Laboratories. 4. Kubista, R. A., and 
Derse, P. H.: Antibiotics & Chemo- 
to be published. 5. 
J. Invest. Dermat. 36 
d (Mey) 1957. 6. Knight, S. G.: Anti- 
rk 10, Montreal, Canada biotics & Chemotherapy 7:172 

5947 (Apr.) 1957. 
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(OAZINE 


quitizing action —divoreed from auch logical disturbances 


remarkable lack of side effects 


In more than 3,000 carefully-followed patients, Mellaril has been 
almost completely free of such major side effects as jaundice, 

extrapyramidal symptoms, Parkinsonism, blood dyscrasia, dermatitis— 
even when given in quantities far in excess of the usual dosage. 


“POVERTY” OF SIDE EFFECTS 

“The most striking aspect of thioridazine [Mellaril] 
therapy is the poverty of side effects....In its lack of 
side effects and low toxicity, it is superior to all other 
tranquilizing drugs tested. For this reason also it is well 
tolerated by patients, particularly those who are not 
hospitalized and who frequently discontinue their medi- 
cation bevause of dizziness, sleepiness, increased tension 
or parkinsonism with other drugs.” 


NEGLIGIBLE SIDE EFFECTS 

“Side effects were negligible at all dosage levels: no 
incidence of parkinsonism or other extrapyramidal 
symptoms. Minimal sedation, on the whole lower than 
with other tranquilizing agents. No alteration in liver 
function, urine or blood. No photosensitivity. Patient 
acceptability was exceptional: lack of drowsiness, leth- 
argy or ‘washed out’ feeling, permitted patients to carry 
on normal everyday activities. Orthostatic hypotension 
was absent. The initial ‘keyed up’ tense feeling common 
to other drugs of this type was absent. ... Patients forced 
to interrupt treatment with other phenothiazine deriva- 
tives because of parkinsonism or other extrapyramidal 
symptoms were able to continue therapy with thiorida- 
zine without appearance of parkinsonism.” * 


SINGULARLY FREE OF SIDE EFFECTS 
“The extrapyramidal syndrome was not encountered in 


any of its forms. Dizziness and sleepiness responded to a 
reduction in dosage. Other side effects did not occur.... 
It is singularly free from the side effects ordinarily seen 
with these [phenothiazine] compounds.”* 


ABSENCE OF SIGNIFICANT SIDE EFFECTS 
“None of the following toxic effects, so common after 
administration of the phenothiazines, was present during 
the period of Thioridazine administration: Parkinson- 
ism or Parkinson-like symptoms, photosensitivity, ortho- 
static hypotension, bone-marrow depression.” ! 


MINIMAL SIDE EFFECTS 

“Side effects such as extrapyramidal activity, jaundice 
and photosensitivity have not been observed in patients 
treated with Thioridazine [Mellaril]. Extrapyramidal 
side effects produced by other phenothiazines have 
disappeared promptly with no deterioration in the be- 
havioral response when these patients have been shifted 
to Thioridazine.”*® 


NO JAUNDICE 

“No allergic reactions were observed such as skin erup- 
tions, jaundice or agranulocytosis. Central nervous 
system toxicity, as manifested by extrapyramidal effects, 
seizures, and excitement did not occur despite the use 


of high doses (up to 2000 mg.) of the drug.”® 
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a new advance in tranquilization: 
greater specificity of tranquilizing action plus fewer side effects 


Of 109 phenothiazines synthesized by Sandoz, Mellaril was 


N — onct selected as the most promising on the basis of extensive evalu- 
ation. The presence of a thiomethyl radical (S-CH,) in the 
position conventionally occupied by a halogen in other pheno- 

an ata aaa thiazines is unique and could be responsible for the relative 

N absence of side effects and greater specificity of psychothera- 


peutic action. This is shown clinically by 


1 A specificity of action on certain brain sites in contrast to the 
more generalized or “diffuse” action of other phenothiazines. This 
MELLARIL is evidenced by a lack of appreciable anti-emetic effect. 


PSYCHIC 


DAMPEN| 
inimal suppression of vomiting 4nti-emetic 
PARASYMPA Tia ittle effect on blood pressure 
NERVOUS S EM nd temperature regulation 


2 Less “spill-over” action to other brain areas — hence, 
absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


A notable absence of extrapyramidal stimulation. 


Psychic relax 


suppression of vomiting 4 Lack of impairment of patient’s normal drive and energy, 
parasympethie F: pening of blood pressure while achieving psychomotor control in 


nervous sy’ temperature regulation 


mental and emotional disorders. 


. other 5 Virtual freedom from toxic effects — jaundice, 
ee photosensitivity, skin eruptions, disturbed body 


temperature regulation, blood forming disorders have been 
absent in reports currently available. 


These properties add up to a greater margin of safety in general office practice, 
in ambulatory psychiatric out-patient clinics, and in hospitalized patients. 
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excellent clinical response 


In office practice and in hospitalized patients, Mellaril has proved : 
highly useful for a wide variety of major and minor emotional 

disorders (such as anxiety, tension, apprehension, alcoholism, 

agitated psychoneurosis, agitated psychotic states, etc.). 


EXTREMELY SATISFACTORY “.. . produced extremely satisfactory results 


in the broad therapeutic range represented in this series. 


POTENT AGENT “... appears to be a potent agent in the symptomatic 


management of a variety of psychiatric states. 


MAJOR ADDITION TO THERAPEUTICS “This drug appears to represent a 
major addition to the safe and effective treatment of a wide range of psychological 


disturbances seen daily in the clinics or by the general practitioner. 


AN ACTIVE AGENT “Thioridazine is an active therapeutic agent. . . . 
It is effective in a variety of psychiatric disorders, including schizophrenic 


reactions. ... The drug is particularly advantageous for a group of schizophrenic 


patients who are sometimes made worse by other phenothiazine 


derivatives or Rauwolfia alkaloids. It should also be suitable for treating patients 
76 


with psychoneuroses and chronic brain syndrome. 


EVEN IN VERY SEVERE CASES “Of the 152 patients treated 25 have been 
released and they have not suffered a relapse. This proportion is significant 
if we stop to consider that we are dealing only with acute cases which had been 


considered hopeless and obviously destined to finish their days in an asylum.” 


EXCELLENT THERAPEUTIC RESPONSE “Patients with emotional 
tensions resulting from the stress and strain of life... were treated with 


Mellaril at the dosage level of 10 mg. three times daily. 


In 94 such patients, 83 obtained an excellent therapeutic response.” * 
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",..extremely satisfactory results...” 
in a Clinical spectrum ranging from 
minor nervous disorders to 
severe psychotic disturbances: 


RESULTS WITH MELLARIL IN 194 PATIENTS® 


ACUTE PSYCHOTICS CHRONIC PSYCHOTICS NEUROTICS 
sfactory effect 68% satisfactory effect 57% satisfac 


tory effect 


83% sat 


Some cases had complete re- 
mission of symptoms. Most 
were able to return home to 


Relief of symptoms in cases 
permitted easier management 
and a return to a more or less 


Some cases, complete relief of 
symptoms. Other cases, partial 
relief of symptoms. 


useful occupations. useful life. 


RESULTS WITH MELLARIL IN PATIENTS PREVIOUSLY TREATED WITH OTHER TRANQUILIZERS® 


VERY 
IMPROVED SATISFACTORY SATISFACTORY 
% % % 


DIAGNOSTIC CATEGORY UNSATISFACTORY 


SCHIZOPHRENIA 
Acute 
Chronic paranoid 
Chronic, other 


Residual 
CHRONIC BRAIN SYNDROME 
CHRONIC PSYCHONEUROSIS 


CHRONIC PSYCHOSOMATIC 
DISORDERS 


Mel 


tt 
89 61 28 11 
84.2 31.6 52.6 15.8 : 
73.9 21.7 52.2 26.1 ; 
57.1 9.5 47.6 42.9 
66.6 33.3 33.3 33.3 
2 62.5 12.5 50 37.5 
26 50 26 


a guide to administration and dosage 


Dosage ranges from 10 mg. three or four times a day in turbed hospitalized psychotics, dosages of 200 to 300 


lt milder situations to 25 mg. three or four times a day mg. three times a day may be administered. 
for more disturbed patients. In ambulatory psychiatric Dosage must be individualized according to the condi- : 
out-patients, dosages of 50 to 100 mg. three or four tion and degree of response. In all cases, the smallest 


times a day have been found adequate. For severely dis- effective dosage should be determined for each patient. 


TOTAL DAILY DOSAGE RANGE 


INDICATION USUAL STARTING DOSE 


ADULTS 


Mental and Emotional Disturbances: 


MILD — where anxiety, apprehension ‘ 
and tension are present 10 mg. t.i.d. 20-60 mg. 


MODERATE — where agitation exists 
in psychoneurosis, alcoholism, 
intractable pain, senility, etc. 25 mg. ti.d. 50-200 mg. 
SEVERE — in agitated psychotic 
states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 
Ambulatory 

Hospitalized 


100 mg. t.i.d. 200-400 mg. 
100 mg. t.i.d. 200-800 mg. 


CHILDREN 


BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 20-40 mg. 


PRECAUTIONS: Although possessing a unique structure particular, he should watch for potential hemopoietic 
and a selectivity of action which broadens its therapeutic depression, jaundice or orthostatic hypotension. As with 
ratio, the physician should be alert to the possibility of other phenothiazines, Mellaril is contraindicated in 
untoward reactions in certain susceptible individuals. In severely depressed or comatose states from any cause. 


SUPPLIED: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. Bottles of 100. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 2. Kinross-Wright, V. J.: Lecture, Clinical 
Meeting, American Medical Association, Minneapolis, Dec. 4, 1958. 3. Kinross-Wright, V. J.: Scientific Exhibit, Clinical Meeting, American Medical Associ- 
ation, Minneapolis, Dec. 2-5, 1958. 4. Cohen, S.: TP-21, a new phenothiazine, Am. J. Psychiat. 115:358, Oct. 1958. 5. Glueck, B.: Scientific Exhibit, American 
Psychiatric Association, Philadelphia, April 27-May 1, 1959. 6. Hollister, L. E., and Macdonald, B. F.: Presented at California Medical Association; Section on 
Psychiatry, San Francisco, Feb. 25, 1959. 7. Remy, M.: Schweiz. med. Wchnschr. 88:1221, Nov. 29, 1958. 8. Freed, S. C., in discussion on Thioridazine (Mellaril) 
in Psychiatric Patients, Hollister, L. E., and Macdonald, B. F., presented at California Medical Association; Section on Psychiatry, San Francisco, Feb. 25, 1959 


* controls neurotic and psychotic patients with anxiety, apprehension, nervous tension 


¢ virtual absence of jaundice, parkinsonism, photosensitivity, dermatitis 


¢ minimal sedation and drowsiness 


e does not mask organic conditions such as brain tumors, intestinal obstruction, etc., 


because of lack of anti-emetic action 


* increased specificity of action results in greater safety at all dosage levels 


SANDOZ 


. 
1 


in hypertension— 
first rule out 
pheochromocytoma 


Remember 


(SERPASIL 


hypertensive 
' with or without 
tachycardia 


Readily performed in the office unassisted, the reliable diagnostic test for pheochromocytoma 
with Regitine should be routine in hypertension. A potent antiadrenergic, Regitine is also valuable 
therapeutically in hypertensive crises and in peripheral vascular disease. A concise, illustrated 
booklet, THE TEST WITH REGITINE FOR PHEOCHROMOCYTOMA, is available at no charge. For your 
copy write: Medical Service Division, CIBA, Summit, New Jersey. SUPPLIED: Ampuls (for 


intramuscular or intravenous use in diagnosis), each containing 5 mg. N 
Regitine methanesulfonate in lyophilized form. Tablets for oral admin- e ne 
istration (white, scored), each containing 50 mg. Regitine hydrochloride. 


(phentolamine CIBA) 
| 
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In Coronary 
Insufficiency. . . 


Your high-strung angina patient 
often expends a “100-yd. dash” 
worth of cardiac reserve 
through needless excitement. 


Curbs emotion 


as 1t boosts 


coronary 


blood supply 


CONTROL OF EMOTIONAL 
EXERTION with Miltrate 
leaves him more freedom 

for physical activity. 


IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 
increases his exercise tolerance. 


iltrate 


Miltown® (meprobamete) + PETN 


‘Each tablet contains: 200 mg. Miltown and 
10 mg. pentaerythritol tetranitrate. 


Supplied: Bottles of 50 tablets. 


Usual dosage: 1 or 2 tablets q.i.d. before meals 
and at bedtime. Dosage should be individualized. 


LABORATORIES + New Brunswick, N. J. 
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What’s Your Verdict? 


Testimony given at a trial that the psychia- 
trist assaulted his schizophrenic patient was 
urged as establishing a case of malpractice 
against the physician. 

A nurse of the patient testified that she once 
accompanied the patient to the physician’s 
office. She asked to be present during treat- 
ment, but was refused, and directed to return 
at the end of an hour. Within fifteen minutes 
thereafter she heard screams emanating from 
the office which she identified as those of the 
patient. After treatment was completed the 
nurse noticed bruises on the patient’s body, 
and that her clothes were torn and disheveled. 

A maid in the employ of the patient's family 
testified that she witnessed the physician slap 
the patient without justification. 

The patient’s mother testified on examina- 
tion that her daughter returned from treatments 
“black and blue, beaten up, and with blue 
eyes.” When she spoke to the physician about 
her daughter’s condition, he assured her that 
the assaults were part of the treatment. 

The patient’s attorney contends that where, 
as here, common sense suggests the incompat- 
ibility of physical assaults upon the patient with 
the proper medical treatment of a schizophrenic, 
expert medical opinion evidence is not neces- 
sary to support an action for malpractice. 

The physician concedes that any mode of 
treatment of a schizophrenic which involves 
assaults upon the patient is fantastic. His 
attorney contends that if the zssaults took place, 
they were justified as a matter of self-defense. 
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Edited by Ann Ledakowich, Member of the Bar of New Jersey 


Furthermore, since the treatment was know- 
ingly and freely consented to by the patient's 
mother, any subsequent lawsuit is barred by 
such consent. 

Previous to engaging the defendant physi- 
cian, the patient had undergone radical psy- 
chiatric care which included some one-hundred- 
fifty electric shock treatments. The defendant's 
“direct analysis” treatment made no use of 
shock or surgery. It involved expenditures of 
over $55,000, but after seven years of such 
treatment the patient’s mental health was un- 
improved. 

The trial court dismissed the case for insuffi- 
cient proof. On an appeal, how would you 


decide? Answer on page 254a 
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bed time, 
story time, 


Syrup Phenergan Fortis time 


for a sick child. 


Syrup Phenergan Fortis 
calms the restless child, 


controls nausea and vomiting, 


eases itching, 
quiets coughing. 


children 


like the cream-mint flavor 


of Syrup Phenergan Fortis, 


parents 


like the way it’s accepted, 


physicians 


like the comfort it provides— 
and the minimal side-effects. 


SYRUP 


PHENERGAN® FORTIS 


HYDROCHLORIDE 


Promethazine Hydrochloride, Wyeth 


Wyeth 


Philadelphia 1, Pa. 
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in the season of 


acute infections, extra 


CITRUS 


provides the increased 


VITAMIN C 


and fluid needed during 


FEVER 


to prevent deficiency and 


help maintain resistance* 


*Tisdall and Jolliffe note the systemic 
relation in animals between 
vitamin C and resistance to infection, 
with increased needs evident in upper 
respiratory streptococcal infections. 


— In: Clinical Nutrition ed. by 
Norman Jolliffe et al. New York, 
Paul B. Hoeber, Inc., 1950, 

pp. 590-91, 637-38. 


ORANGES GRAPEFRUIT TANGERINES 


FLEORICA CITRUS COMMISSION LAKELAND, FLORIDA 
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© ‘Deaner’ may be prescribed with little or no 
concern over side effects even in the presence 
of liver disease, diabetes, cardiovascular 
disease, and a long list of other chronic 
conditions, except grand mal epilepsy (only 
contraindication). 


© ‘Deaner’ is not a monoamine oxidase inhibitor; 
hence it is not necessary to monitor its 
administration with repeated, expensive 
laboratory tests. 


@ This notable freedom from side effects endows 
Deaner’s long-term administration with 
easier patient supervision, better patient 
cooperation, and greater safety. 


© Dosage is simple—initially, 50 mg. (2 tablets) 
daily in the morning. Gradually, apathy 
and defeat are transformed into affability and 
renewed interest and vigor. 
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= _Triva’s antiseptic’, detergent”, and che- 


EN lating’ agents destroy and disintegrate 
This antiseptic cleansing of the va- 
ginal vault combats infection ... provides a sanitary environment for heal- 
ing... promotes faster post-partum healing and reduced discharge. At the 
same time, mucosal tissues are soothed and restored by Triva’s saline agent’ : 
And Triva is effective in any pH medium, does not depend on normalizing 
the vaginal pH. Prescribed more than 350,000 times for treatment of all : 
three types of vaginitis, Triva is aiso a simple and convenient treatment for 
post-partum patients. Fastidious mothers prefer Triva because it elimin- 
ates messy stains and dripping. If you haven’t already...try Triva. Ad- 
ministration: Douche, b.i.d., 12 days: for vaginitis. For post-partum use, as 
indicated. Supplied: Package of 24 individual 3 Gm. packets. Each packet 
contains: Oxyquinoline Sulfate, 2%: “Alkyl Aryl Sulfonate, 35 %: Disodium 
Ethylene Bis-iminodiacetate, 5%: Sodium Sulfate, 53%: Dispersant, 9.5%: 
BOYLE & COMPANY, Pharmaceuticals—Bell Gardens, California 


BOYLE & COMPANY, PHARMACEUTICALS— BELL GARDENS, CALIFORNIA/SEE POR (1959)— PAGE 634 & 
BEADED FIGURE FROM THE CAMEROONS, AFRICA / FERTILITY IMAGE / COURTESY PRIMUS GALLERY, L.A. 
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Emergency! 


Phones are left to dangle when an acutely agitated 
patient creates an emergency situation. 

The patient? Perhaps suffering postalcoholic 
syndrome—delirium tremens, for example. Or, a 
cardiac with intractable hiccups. Again, the pa- 
tient might be a severely vomiting primigravida. 

With SPARINE you are prepared for almost any 
crisis—psychic or physical. SPARINE helps control 
apprehension and agitation, nausea and vomiting, 
hiccups. It modifies reaction to pain and potenti- 


ates analgesics. 


HY DROCHLORIDE 
Promazine Hydrochloride, Wyeth 
INJECTION TABLETS SYRUP Philadelphia 1, Pa. 
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TROCHE 
HELPS 
CONTROL 


COUGH promptly curbed by homarylamine—non-narcotic antitussive with the 
approximate potency of codeine. 

INFECTION combated by three nonsystemic antibiotics—each active against 

common mouth and throat pathogens, all with relatively low sensitization 
potentials. 

IRRITATION soothed by benzocaine—a topical anesthetic that promotes pro- 
longed relief of inflamed or irritated tissues. 


PENTAZETS treches 


Homarylamine - Bacitracin - Tyrothricin - Neomycin - Benzocaine 

NEW PINEAPPLE FLAVOR Overwhelmingly selected by a taste panel. 
Available to your patients on your prescription only. 

DOSAGE: Three to five troches daily for three to five days. 

SUPPLIED: Vials of 12. 

MERCK SHARP & DOMME OF MERCK & CO., PHILADELPHIA 1, PA 


PENTAZETS is trademark of Merck & Co., Inc. 
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COMPREHENSIVE, 
THREE-LEVEL TREATMENT 
OF DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


tb RELIEVES DEPRESSION 
including symptoms such as crying, 
lethargy, loss of appetite, insomnia 
RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 


RELIEVES ASSOCIATED 
PHYSICAL TENSION 
by relaxing skeletal muscle 


hypothalamus 


thalamus and 
limbic system 


spinal cord 


benactyzine + meprobamate 
= confirmed efficacy 
= documented safety 


SUPPLIED: Bottles of 50 light-pink, scored tablets 
COMPOSITION: Each tablet contains 1 mg. benactyzine HCl 
and 400 mg. meprobamate 


(ff WALLACE LABORATORIES + New Brunswick, N. J. 
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AFTER HOURS 


Photographs with brief description of your hobby will be welcomed. A 
conversation-piece desk ornament .. . an imported, wooden (handcarved) 
physician figurine ... will be sent for each accepted contribution. 


MUSIC LOVER 

I have been a hi-fi enthusiast and 
record collector of fine music for many 
years. For me, a general practitioner, 
this is relaxation of great therapeutic 
value, and has provided many enjoy- 
able hours of the best in musical enter- 
tainment right in my own home. 

I am very proud of my system, 
which includes stereo tape and multi- 
plex equipment. Not shown in the 
photograph are my two AR speakers 
which complete the system and are 
located in another part of the room. 

WILLIAM N. WILLENS, M.D. 
Bronx, New York 


DEPARTMENT EpitTor’s Note: From ail 
indications, it would appear that hi-fi 
and stereo systems are becoming more 
and more popular with physicians all 
over the country. Starting on page 1374 
of this issue, you will find a detailed de- 
scription of “Stereo in a Doctor's Office,” The camera catches Dr. Willens 
including diagrams of an actual office- about to enjoy a selection from 
home combination. his extensive record collection. 
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no asthma SymptomsS-— One Tedral tablet, taken at the first sign 
of attack, helps most chronic asthma patients breathe normally and live actively . . . 
stay free of bronchospasm, mucous congestion and apprehension. For especially fre- 
quent or severe attacks, prescribe 1 or 2 Tedral tablets every 4 hours plus an addi- 
tional tablet at the first sign of symptomatic break-through. Tedral is available in five 


convenient dosage forms. 
Formula: theophylline, 130 mg., (2 gr.); ephedrine HC1, 24 mg., (°% gr.); phenobarbital, 8 mg., ("6 gr.). 


the dependable antiasthmatic Se 
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(sulfinpyrazone GEIGY) 


T. Burns and Gutma 
(sulfinpyrazone 
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now 

FOR VAGINAL - 

 GENTIAN VIOLET 


VAGINAL TABLETS 


The Only 
Specific Antimycotic 
Vaginal Tablet With 
A Gel Forming Base 


A new vaginal therapy specifically designed to pro- 
duce unmatched and outstanding results. Methyl- 
rosaniline chloride (gentian violet) has generally 
proved the most effective and specific agent for 
the treatment of vaginal candidiasis caused by the 
fungus Candida. 

Hyva Gentian Violet Tablets virtually eliminate 
the principal disadvantages of present gentian 
violet preparations. They may be handled without 
staining and have psychological and aesthetic 
acceptance. 

Hyva combines the fungicidal action of gentian 
violet (1.0 mgm.) with three active surface reduc- 
ing agents and bactericides.* These active ingre- 
dients have been incorporated into a mildly 
effervescent ‘gel’ forming base which provides 
for maximum and prolonged effectiveness. Shorter 
treatment time is required without the usual messi- 
ness normally experienced. 

One tablet intravaginally for 12 nights. When neces- 
sary one tablet twice daily may be recommended. 
Patient should take a Nylmerate Solution water douche 
on arising and preceding next tablet application. 
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The check is the only price 


this ulcer patient pays 


There are times, of course, when ulcer patients 
cannot be permitted a full djet. In general the fewer 


those times the better. "> 


PEPULCIN permits your patients a full, normal diet, 

provides antisecretory, antacid and antihemorrhagic activity. 
It requires only a few doses daily. Renal, hepatic, or 
hematological dysfunction has not been reported. 


Comprehensive literature available 


Scopolamine Methyl! Nitrate, Aluminum Hydroxide, Magnesium Hydroxide, and Ascorbic Acid 
SUPPLIED: Tablets, bottles of 100. 


tVES-CAMERON COMPANY Phiteceiphia 1, Pa. 
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quieting...calming 
BUTISERPINE’ 


ee ...-has a gently controlling effect on blood pressure and 
tension, without unpleasant side effects. 


...a conservative, safe amount of reserpine (0.1 mg. per 
tablet or teaspoonful) combined with 15 mg. BUTISOL 
Soprum® butabarbital sodium. 


Butiserpine Tablets, Elixir, Prestabs® Butiserpine R-A 
(Repeat Action Tablets) 


| McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 


| 


Who Is This Doctor? 


Identify the famous physician from clues in this brief biography 


B..: in Warwickshire, England, about 1660, he was 
a Bachelor of Medicine at Cambridge and settled in Bristol, where he 
practiced medicine. 

He joined a privateering expedition to the South Seas in 1708 with 
a group of Bristol merchants. They had two ships, the Duke and the 
Duchess. He was president of the Council and third in command. 

In 1710 the expedition discovered Alexander Selkirk, later to be 
immortalized as the fictional Robinson Crusoe, and returned him to 
England. It sacked two cities and captured several ships, one of 
which our doctor renamed the Bachelor and commanded. He returned 
a wealthy man, having a large share of the 170,000 English pounds 
of booty. 

In his book The Ancient Physician’s Legacy, he indicates extensive 
travel on the continent and excoriates stay-at-homes. “I have travelled 
more than all the physicians of Great Britain put together,” he writes. 

In 1721 he was admitted as Licentiate of the Royal College of 
Physicians. He lived in London and Gloucestershire. 

In 1733, now more than 70, he published the first edition of his 
book. He wrote, “I challenge you to show when I have lost three 
patients for the past five years.” His book went into eight editions 
in the next forty years. It described 42 disorders and contained lau- 
datory letters from his patients. : 

His chief remedy was quicksilver, and he was called derisively The 
Quicksilver Doctor. An equally famous powder of his had a large 
proportion of opium, which was to be taken in copious glasses of 
wine. It was very popular. 

He contracted small pox while living with the famous Dr. Syden- 
ham, whom he revered. He became blind and then took to bed for 
treatment, which consisted of an unheated room, bedclothes only to 
the waist and windows wide open, plus the drinking daily of twelve 
bottles of small beer acidulated with spirit of vitriol. 

He died in 1741 or 1742. 

Can you name this doctor? Answer on page 254a. 
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nearest to mother’s milk’ 
in nutritional breadth and balance 
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Infant formula 


nearest to mother’s milk’ 
in nutritional breadth and balance 


In a well controlled institutional study *, using the Latin Square 
technic’ for the first time in infant nutritional research, Enfamil 
was compared with three widely used infant formula products. 


This formula produced: 
weight gains greater than average 
stool firmness between firm and soft... and 
lower stool frequency. 


NEAREST... to mother’s milk in its pattern of protein, fat 
and carbohydrate by caloric distribution 


NEAREST... to mother’s milk in its pattern of vitamins and 
minerals (more vitamin D in accordance with NRC 
recommendations ) 


NEAREST... to mother’s milk in its fat composition (no but- 
terfat; no sour regurgitation) 


NEAREST... to mother’s milk in its ratio of saturated to un- 
saturated fatty acids 


NEAREST... to mother’s milk in its low renal solute load 


ENFAMIL LIQUID—cans of 13 fluid ounces. 1 part Enfamil Liquid to 1 part water 


for 20 cal. per fi. oz. 
ENFAMIL POWDER—cans of 1 Ib., with measure. 1 packed level measure of Enfamil 


Powder to 2 ounces of water for 20 cal. per fi. oz. 


tThe Latin Square technic, used for the first time in infant nutritional research 
to evaluate Enfamil, is a change-over method for intensive, controlled clinical ( 


Mead Johnson 


Symbol of service in medicine 


testing which was applied to infants during their critical first 8 weeks of life. 
It is an efficient way of neutralizing the multiple variables in nutritional 


research. 


1. Macy, I. G.; Kelly, H. J., and Sloan, R. E., with the Consultation of the Committee 
on Maternal and Child Feeding of the Food and Nutrition Board, National Research 
Council: The Composition of Milks. National Academy of Sciences, National Research 
Council, Publication 254, Revised 1958. 2. Research Laboratories, Mead Johnson & 


Company. 
MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA *Trade Mark 
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the mood brightener 


EFFECTIVE AND WELL TOLERATED 


in depression 

niamip has been found to be strikingly effective and well tolerated in a broad 
range of depressive states including a wide variety of the milder depressive 
syndromes, as well as the masked depression so frequently seen in general 
practice. These syndromes include: depression associated with the meno- 
pause, postoperative depressive states and senile depression; depression 
accompanying chronic or incurable illness, such as gastrointestinal and 
cardiovascular disorders and inoperable cancer. 


in angina pectoris 

niAmtD, in intensive clinical tests, has proved to have a high degree of safety 
and to be a valuable adjunct in the management of the anginal syndrome. 
NIAMID produces striking symptomatic improvement in angina patients — 
markedly reduces the pain, severity and frequency of anginal episodes, 
reduces nitroglycerin requirements, and provides an increased sense of well- 
being. Since dramatic improvement is seen in some patients, it is wise to 
advise the patient against overexertion —his disorder still holds potential 
dangers despite relief of symptoms. 


posaGe: Start with 75 mg. daily in single or divided doses. After a week or more, 
adjust the dosage, depending upon patient response, in steps of one or one-half 25 
mg. tablet. Once improvement is seen, gradually reduce dosage to the maintenance 
level. Many patients respond to NIAMID within a few days, others in 7 to 14 days. 
A few patients may require as much as 200 mg. daily over a longer period of time 
before significant improvement is seen. 


PRECAUTIONS: Side effects are infrequent and mild, and often lessened or eliminated 
by a reduction in dosage. Hypotensive effects have rarely been noted and no jaundice 
or other evidence of liver damage has been reported in patients receiving NIAMID. 
However, in patients with a history of liver disease, the possibility of hepatic reac- 
tions should be kept in mind. 


SUPPLY: NIAMID is available as 25 mg. (pink) and 100 mg. (orange) scored tablets. 


Already clinically proved in several thousand patients— 


Complete references and a Professional Information Booklet giving detailed infor- 
mation on NIAMID are available on request. 


Pfizer Science for the world’s well-being *Trademark for brand of nialamide 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 


q 
a 
7 
. 
<4 
F 
4 
4 
4 
— 
| 
> 
4 
4 
: 
: 
q 
¢ 
an 
— fi 
a 


. 
J 
- 
— 
| > | 
ail 


Now 
in inflammatory anorectal disorders... 


The Promise of Greater Relief 


the first suppository to contain 


hydrocortisone for effective control of proctitis 


@ Proctitis accompanying ulcerative colitis 

@ Radiation proctitis 

@ Postoperative scar tissue with inflammatory reaction 
® Acute and chronic nonspecific proctitis 

@ Acute internal hemorrhoids 

® Medication proctitis 

Cryptitis 


Supplied: Suppositories, « ® 
boxes of 12. Each supposi- 
tory contains 10 mg. hydro- 
cortisone acetate, 15 mg. 
extract belladonna (0.19 
mg. equiv. total alkaloids), 

3 mg. ephedrine sulfate, Rectal Suppositories with Hyd ti Wyeth 


zine oxide, boric acid, bis- 


muth oxyiodide, bismuth 7 
subcarbonate, and balsam Philadelphia 1, Pa 
peru in an oleaginous base. 
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1. The incidence of diabetes mellitus in pa- 
tients who have had thyrotoxicosis is: 

A) About twice that in the general popula- 
tion. 

B) Decreased by a high carbohydrate diet. 

C) Almost 60 percent. 

D) The same as in general population. 

E) Not altered by treatment of the thyro- 
toxicosis. 


2. Hallervorden-Spatz disease is charac- 
terized by: 

A) Hemosiderosis in the substantia nigra. 

B) Hepatolenticular degeneration. 

C) Gliosis of the globus pallidus. 

D) Hemosiderosis of the globus pallidus. 

E) Cerebellar degeneration. 


3. The arm and neck athetoid type of 
cerebral palsy is caused by damage to the: 

A) Cerebellum. 

B) Basal ganglia. 

C) Frontal lobe. 

D) Brachial plexus. 

E) Cerebral cortex. 


4. The nerves constituting the afferent and 
efferent pathways of the jaw reflex are respec- 
tively the: 

A) Facial and the trigeminal. 

B) Afferent trigeminal and efferent trige- 
minal. 

C) Trigeminal and the facial. 
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These questions were prepared by the Professional Examination Service, a division 
of the American Public Health Association. Answers will be found on page 254s. 


D) Glossopharyngeal and the facial. 
E) Facial and the glossopharyngeal. 


5. Of the following extrinsic ocular muscles. 
the only one that acts in a single plane is the: 

A) Superior oblique. 

B) Superior rectus. 

C) Inferior rectus. 

D) Internal rectus. 

E) Inferior oblique. 


6. The daily thyroid requirement of a cretin 
under 3 years of age is usually: 

A) 8-15 mgm. 

B) 15-30 mgm. 

C) 16-120 mgm. 

D) 120-240 mgm. 

E) 300-600 mgm. 


7. A patient with breast cancer is consid- 
ered to have failed to respond to testosterone 
therapy if no significant changes are seen after 
it has been administered for: 

A) 3 days. 

B) 1 week. 

C) 4 weeks. 

D) 8 weeks. 

E) 4 months. 


8. Which one of the following may prevent 
seizures in a known epileptic? 
A) Avoidance of milk. 
Concluded on page 80a 
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| BECAUSE JUST ONE CAPSULE A DAY provides massive doses of vita- 
min B and therapeutic amounts of vitamin C,* “Beminal” Forte amply 
__ meets the need when requirements are gh and reserves are low. And 
wifen the need is particularly acute, for into 2, during long term illness 


*Vitamin C content to 250 mg. pel without increase in cost. 
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All my patients get an extra lift with ‘Beminal’ Forte 
| 
Supplied: No. 817 — Boles of 100 ond 
4 "FOR PATIENTS ON SPECIAL DIETS, IN INFECTION, OR PRE- AND POST- 
 “BEMINAL’ 
® 


THE MOST SIGNIFICANT IMPROVEMENT IN 
‘—: ANTACID THERAPY SINCE THE INTRODUCTION 
OF ALUMINUM HYDROXIDE IN 1929 


CREAMALIN NEUTRALIZES MORE ACID FASTER CREAMALIN NEUTRALIZES MORE 


a Quicker Relief - Greater Relief Lasting Relief 
: Acid neutralization with 10 leading antacid tabiets* Duration of action at pH from 3 to 5* 
20 3 (per gram of active ingredients) (per grem of active ingredients) 
300] z aMALIN tablets 
REP 
280 1 ew 
260 50 60 
220 7 
A 
200 
180 
160 8 
c widely 9 
140 > prescribed widely 
120 antacid | prescribed 
100 ' tablets antacid 
80 tablets 
H 
>| 
40 
20 J 
10 20 30 40 50 
ware “Hinkel, E. T., Ur, Fisher, end Tainter, M. A new highly reactive aluminum hydroxide 
cortainer (37°C) equipped with mechanical stirrer and pH electrodes. Hydrochioric complex for gastric hyperacidity. To be published 
acid was added as needed to maintain pH at 3.5. Volume of acid required was "pH stayed below 3 


recorded at frequent intervals for one hour. 


Each Creaimalin Antacid Tablet contains 320 mg. specially processed, highly reactive, short poly- 
mer dried aluminum hydroxide gel, (stabilized with hexitol), with 75 mg. magnesium hydroxide. 


1. Neutralizes acid faster (quicker relief) 
2. Neutralizes more acid (greater relief) 
3. Neutralizes acid longer (more lasting relief) 


4. No constipation - No acid rebound 
5. More pleasant to take 
a — Adult Dosage: Gastric hyperacidity—2 to 4 
tablets as necessary. Peptic ulcer or gastritis 
— 2 to 4 tablets every two to four hours. 
No chalky taste. New CREAMALIN tablets are not Tablets may be chewed, swallowed with 
, : : water or milk, or allowed to dissolve in 
a. chalky, gritty, rough or dry. They are highly pal- ns oxen 


atzble, soft, smooth, easy to chew, mint flavored. Supplied: Bottles of 50, 100, 200 and 1000. 


LABORATORIES + NEW YORK 18, NEW YORK 
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pneumonia 


... into a mixed culture of 
the three organisms 
commonly involved in 
pneumonia . . . K. pneu- 
moniae, Diplococcus 
pneumoniae, and 
Staphylococcus aureus 
(in this case a resistant 
strain) . . . we introduce 
the five most frequently 
used antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five 
leading antibiotics has 
stopped ail the organisms, 
including the resistant 
staph! This is Panalba. 

In your next pneumonia 
patient . . . in a// your 
patients with potentially- 
serious infections . . . 
provide this extra 
protection with your 
prescription 

Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


(Panmycin® Phosphate plus Albamycin®) 


The broad-spectrum 
antibiotic of 
first resort 


The Upjohn Company 
Kalamazoo, Michigan STRADEMARK, PAT. OFF. 
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Concluded from page 75a 


; B) Starvation. 10. The eosinopenic response occurs most 
ia, C) An alkaline diet. strikingly following administration of: 
D) Forcing fluids. A) Adrenosterone. 
E) Hyperpnea. B) Corticosterone. 
C) Cortisone. 
9. Eventration of the diaphragm is a term D) Dehydrocorticosterone. 
applied to: E) 11-Desoxycorticosterone. 
A) Para-esophageal diaphragmatic hernia. 
B) Traumatic laceration of the diaphragm. 11. Which one of the following character- 
C) Relaxation and elevation of a diaphrag- _istics is not a clinical feature of the typicai case 
matic vault. of gas gangrene infection? 
D) Congenital absence of a diaphragmatic A) Severe pain in the infected area. 
vault. B) Gradual onset 3-5 days after injury. 
E) Inflammatory destruction of a part of the C) Rise in pulse and respiration rates. 
diaphragm. D) Gross edema of the infected area. 


‘with Intermittent claudication 
every block was a mile long 
now. 


ia makes the blocks so much shorter... 
he can walk many more of them in comfort . 
u. s. vitamin & pharmaceutical corporation qe 
Arlington-Funk Laboratories, division ° 


250 East 43rd Street, New York 17, N. Y. 
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‘ E) Drop in blood pressure to shock levels. 


12. One of the factors considered responsible 
for the occurrence of varicocele in patients 


the weakened 


B) Spermatocele. 


C) Tuberculous abscess of the epididymis. 


D) Hematocele. 
E) Hydrocele of the cord. 


Answers on page 254a 


MEDIQUIZ REPRINTS AVAILABLE 


Through the cooperation of the Professional Exam- 


D) The obstruction of the vena cava by ination Service, Division of the American Public 
Health Association, special reprints of 150 Mediquiz 


. - with renal neoplasms is: 
A) The frequently described relationship of 
filariasis and the occurrence of renal neoplasm. 
B) The direct pressure of the tumor on the 
left spermatic vein. 
C) Sexual abstinence of 
patient. 
malignant infiltration. 


tissues. 


13. Fluctuant swelling of the scrotum, in- 
volving the testicular coverings and appendages 
in which the body of the testicle is anterior to 
the swelling, is usually the result of a: 


A) Vaginal hydrocele. 


E) The general asthenia and relaxation of 


form for $1 per copy. 


questions and answers are now available in booklet 


To stimulate further study, 


the source of each answer is listed in the booklet. 


The supply of booklets is limited. To be certain 
you'll have a copy, send your dollar now to the Pro- 
fessional Examinaticn Service Department MT-10, 
American Public Health Association, 1790 Broad- 


way, New York City 19, New York. 


arlidin. 


brand of nylidrin hydrochloride N.N.D. 


safely increases local blood supply and oxygen 
where needed most...in distressed ‘‘walking’’ muscles 
for sustained, gratifying relief of pain and spasm in 


‘a: intermittent claudication of night leg cramps 
arteriosclerosis obliterans ischemic ulcers 
thromboangiitis obliterans Raynaud's syndrome 

diabetic atheromatosis cold feet, legs and hands 


Arlidin is available in 6 mg. 

scored tablets, and 5 mg. per cc. 
parenteral solution. See POR 

for dosage and packaging. 
Protected by U. S. Patent Numbers: 
2,661,372 and 2,661,373 


Just one prescription for 
calling for one tablet a day will 
carry her through term to the 
six-week postpartum checkup. 
This means you are assured of a 


nutritionally perfect pregnancy, 


and she realizes major savings. 


* And when baby comes, specify Engr an baby drops — full vitamin 
support in half the volume of most similar preparations — lasts twice as long. Supplied 
in 15 ce. and 50 ce. bottles. Convenient ‘Flexidose’ Dropper assures accurate dosage. 
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POROUS TAPES 


PERMIT THE SKIN 
“BREATHE” 


. 

. 


er 
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Available Now in 
1’,2’, 3’ and 4’ widths 


Products bearing Red Cross trade - 
mark have no connection with 
American National Red Cross. 
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ZONAS 
TAPE 
TOO 
IS 
POROUS! 


Now, a new Gal process 
imparts the same porous feature 
to ZONAS “r 

(non-elastic) adhesive tape. 


A unique method of coating 
creates hundreds of porelike holes 
in the adhesive mass 

which allow perspiration to 
escape from the skin. 


Because it too, permits 

the skin to ‘breathe’, ZONAS 
porous tape minimizes a significant 
cause of irritation 

and is more comfortable for 

the patient. 


ZONAS Porous Adhesive Tape 


NOW AVAILABLE in 12” x 10 yd. rack rolls in the following widths: 
%2”,1", 1%", 2”, 3”, 4” and assorted. 


HELPING THE HANDS THAT HEAL 
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For the best results 
therapy: add Esidrix 


(hydrochlorothiazide 


THE ANTIHYPERTENSIVE POTENTIATOR 


Potentiating Effect of Esidrix on Serpasil 
BLOOD PRESSURE mm. Hg 
230 223 


Esidrix, through its unique effect on 
body salts,* provides a physiologic en- 
vironment in which antihypertensive 
drugs work best. Thus Esidrix, when 
added to any treatment program: 


1. Safely reduces blood pressure to the 
lowest levels yet achieved with oral 
therapy. 


2. Often reduces blood pressure in pa- 
tients resistant to previous therapy. 


diastolic 


3. Minimizes side effects by reducing 
dosage requirements of other drugs. 


4. Promotes diuresis in patients with 
edema. 


Patient E.S. Patient E. W. 
reserpine alone reserpine plus Esidrix (Adapted from Maronde") a 


*Esidrix is at least 10 times more active than chlorothiazide and greatly 
increases sodium and chloride excretion; however, it has no more effect on 
potassium excretion than does chlorothiazide. 
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Esidrix-Serpasil gives excellent results in hyper- 
tensive patient with tachycardia: slows heart 
rate and lowers blood pressure to within normal 
limits two weeks after therapy. 


Photo used with patient's permission. 


Esidrix-Serpasil lowers blood pressure more 
effectively: Blood pressure response is better 
with Esidrix-Serpasil combination tablets than 
with Serpasil alone—and more rapid, too. 


Esidrix-Serpasil controls complicating symp- 
toms: With its calming action, the Serpasil com- 
ponent relieves anxiety that often accompanies 
hypertension. Serpasil also slows heart rate when 
tachycardia is present, while Esidrix promotes 
diuresis in edematous patients. 


Esidrix-Serpasil reduces side effects: The po- 
tentiating effect of Esidrix on Serpasil lowers 
dosage requirements, hence with Esidrix-Serpasil 
the incidence and severity of side effects are ap- 
preciably reduced. 


Esidrix-Serpasil simplifies therapy: The single 
tablet is more convenient for your patients than 
two tablets taken separately: There’s less likeli- 
hood of skipped doses. 


SUPPLIED: Esidrix-Serpasil Combination Tablets, each 
containing 25 mg. of Esidrix and 0.1 mg. of Serpasil; bottles 
of 100. 


REFERENCE: 1. Maronde, R. F:: Clinical report to C1IBA. 
esiprix™™ (hydrochlorothiazide CIBA) SERPASIL® (reserpine CIBA) 


Esidrix-Serpasil 


A POTENTIATED ANTIHYPERTENSIVE 


BA 


SUMMIT, NEW JERSEY 
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... threatened abortion 


... habitual abortion 


...-endometriosis 


INOV I LD 


EXERTS NO ANDROGENICITY 


Thus, its administration is free of risks of virilism even on 
long-term administration at high dosage. 

Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel 
and 0.15 mg. of ethynylestradio!l 3-methy! ether. (—The 
estrogen is added in optimal amount to avoid breakthrough 
bleeding during prolonged use.—) 


NORETHYNODREL... 


1. The only steroid' with both progestational and 

estrogenic effects. 
2. Retains its biologic integrity? following oral administration. 
3. Is progestational and estrogenic in experimental animals. 
4. ls progestational and estrogenic in clinical practice. 
5. Is not androgenic’ in experimental animals. 
6. Is not androgenic’ in clinical practice. 


Enovid represents a positive advance in the treatment of 


NORETHYNODREL, 
the principal constituent of Enovid, is the only progestin with threatened or habitual abortion‘ and in the treatment and 
the double bond in the position shown, thus differing from an- control of endometriosis*. Physicians may prescribe Enovid 
drogens and estrogens. y intrinsic estro- confidently without producing androgenic manifestations. 
genicity (3 to 7 per cent that of estrone) in addition to its potent 

brogestational activity. DOSAGE OF ENOVID FOR THREATENED ABORTION 


Two or three tablets daily on appearance of symptoms. 
This dosage may be reduced to one or two tablets daily when 
symptoms disappear. The reduced dosage should be 

continued to term and increased if symptoms reappear. 


DOSAGE OF ENOVID IN HABITUAL ABORTION 
Two tablets daily as soon as pregnancy is diagnosed and 
continued without interruption at least through the fifth 
month. Enovid may be safely continued to term if desired. 


DOSAGE OF ENOVID FOR ENDOMETRIOSIS 
The daily dose for the first two weeks is one tablet, two 

tablets daily for the next two weeks, then three tablets daily 

for the following two weeks and finally four tablets 

daily for three to nine months. « 


G. D. Searle & Co., Chicago 80, Iilinois, Research in the Service 
of Medicine. 
1. Symposium on New Steroid C with Progestationel Activity, 
Ann. New York Acod. Sc. 71.483-805 (July 30) 1958 

2. Edgren, 8. A., The Uterine Growth-Stimulating Activities of 17a-Ethynyl-17 
Hydroxy -5(10)-Estren-3-One (Norethynodrel) ond 17a-Ethyny! 1¥ Nortestosterone, 
Endocrinology 62 689 (Moy) 1958 

3. Rokolf, A. Poges 800-805 of reference | 

4. Tyler, E. T., end Olson, H. J.: Pages 704-709 of reference 1 

5S. Kistner, 8. W., Endometriosis, in Conn, H. F. (editor): Current Therapy — 1959, 
Philadelphic, W. 8. Sounders Company, 1959, pp. 610-612 
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MODERN MEDICINALS 


These brief résumés of essential information on the newer medicinals, which 


are not yet listed in the various reference books, can be pasted on file cards 


and a record kept. This file can be kept by the physician for ready reference. 


Betadine Ointment, Tailby-Nason Co., Inc., 
New York, N. Y. Fast-acting, topical patho- 
genicidal agent containing povidone-iodine. 
Indicated for mycotic and bacterial skin in- 
fections and other skin conditions where 
infection threatens. Use: As directed by 
physician. Sup: Tubes of | oz. 


Bevitam, The Wm. S. Merrell Company, Cin- 
cinnati, O. Vials containing crystalline cyan- 
ocobalamin for immediate action and cyan- 
ocobalamin zinc tannate complex for lasting 
action, which, when reconstituted with so- 
dium chloride solution for injection contain 
500 mcg. of vitamin B,, per cc. Indicated 
for pernicious anemia patients and other pa- 
tients needing vitamin B,,, also to improve 
appetite and general nutrition in the geriatric 
age group. Dose: Usual, 1 cc. (SOO mcg.) 
I.M., every two weeks, or as directed by 
physician. Sup: Vials containing the equiva- 
lent to 2500 mcg. vitamin B,, together with 
vial of diluent containing 5 cc. sodium chlor- 
ide solution for injection. 


C-B Vone, U.S. Vitamin & Pharmaceutical 


Corporation, New York, New York. Stress- 
formula vitamin capsules providing high po- 
tencies of crystalline B vitamins with natural 
vitamin B complex from liver and yeast, 
ascorbic acid, and active, water-soluble citrus 
bioflavonoids. Indicated in all deficiency and 
stress conditions. Dose: As directed by phy- 
sician. Sup: Bottles of 100. 
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Decabamate, Merck Sharp & Dohme, Division 


of Merck & Co., Inc., Philadelphia, Penn- 
sylvania. White scored tablets, each contain- 
ing 0.25 mg. dexamethasone and 200 mg. 
meprobamate. Indicated for symptomatic 
treatment of patients with allergic and inflam- 
matory disorders, particularly when accom- 
panied by tension or anxiety. Dose: Aver- 
age, | or 2 tablets three or four times daily. 
Sup: Bottles of 100. 


Decominic, Flint, Eaton & Company, Decatur, 


Ill. Gradual release tablets, each containing 
6.0 mg. chlorpheniramine maleate, 37.5 mg. 
pyrilamine maleate, 15.0 mg. phenylephrine 
hydrochloride, and 75.0 mg. ascorbic acid. 
Indicated for the symptomatic control of 
nasal allergies and seasonal hay fever, pro- 
viding a therapeutic effect for ten to twelve 
hours. Dose: Adults, 1 tablet every eight to 
twelve hours according to individual require- 
ments. Sup: Bottles of 50 and 250. 


Depo-Medrol, The Upjohn Company, Kala- 


mazoo, Michigan. Long-acting injectable, 
each cc. of which contains 40 mg. methyl- 
prednisolone acetate and 30 mg. polyethy- 
lene glycol in sodium chloride. Indicated 
for systemic effect following intramuscular 
injection, local effect on intralesional injec- 
tions in various skin conditions, local effect 
on intra-articular and peri-articular admin- 
istration, and for intrarectal topical therapy. 
Continued on page 94a 
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4 Day” 


for the neuritis patient 
can be tomorrow 


“R Day”—when pain is relieved—can come early for patients with 
inflammatory (non-traumatic) neuritis if treatment with Protamide 
is started promptly after onset. 


Protamide is the therapy of choice for either early or delayed 
treatment, but early use assures greatest efficacy. 


For example, in a 4-year study’ and a 26-month study” a combined 
total of 374 neuritis patients treated with Protamide during the 
first week of symptoms responded as follows: 


60% required only 1 or 2 daily injections for complete relief 
96% experienced excellent or good results with 5 or less injections 


Thus, the neuritis patient’s first visit—especially an early one— 
affords the opportunity to speed his personal “R Day.” 


Protamide is available at pharmacies and supply houses 
in boxes of ten 1.3 cc. ampuls. Intramuscularly only, 


one ampul daily. 


S71 

REFER TO! 
PDR Sherman 
Pact 794 Detroit 11, Michigan 
1. Lehrer, H. W., et al.: Northwest Med. 75:1249, 1955. 
2. Smith, Richard T.: New York Med. 8:16, 1952. 
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even in 
the presence 
of glaucoma.* 


comfortable... 
free of 


annoying 


side effects. e 
relief of 


and pain 


(Dicyclomine) Hydrochloride 


(20 mg. t.id.) 


BENTYL acts swiftly to stop spasm, relieve 

pain. Dual antispasmodic action does it. 
G.I. smooth muscle is directly relaxed...para- 
sympathetic nerve impulses are selectively 


blocked. 


BENTYL surpasses atropine in efficacy,' yet 
avoids the side effects.'? Blurred vision, dry 
mouth, tachycardia, urinary retention are absent. 


BENTYL does not dilate the pupil nor raise intra- 
ocular pressure and has been proved safe...even 
in the presence of glaucoma.’ 


*Over one-million persons past 40 have glaucoma 
—a major cause of blindness. Incidence increases 
rapidly with age. Antispasmodics with ocular side 
effects can induce glaucoma attacks. BENTYL has 
been proved safe. 


1. Chamberlin, D. T.: Gastroenterology 17:224. 2. Hufford, A. R.: 
Am. J. Digest. Dis. 19:257. 3. Cholst, M., Goodstein, S., Berens, C 


for 


sedation and Cinotti, A.: J.A.M.A. 166: 1276, 1958. TRADEMARK: “BENTYL: 
WITH THE WM. S. MERRELL COMPANY 
PHENOBARBITAL New York + Cincinnati + St. Thomas, Ontario 
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after the coronary 
Peritrate improves blood flow 
...with no significant 

drop in blood pressure 


Peritrate aids in the establishment of vital collat- 
eral circulation in the postcoronary patient. 


Unlike nitroglycerin, Peritrate is a selective vaso- 
dilator that works almost exclusively on coronary 
vessels with only minimal peripheral effects. It 
increases coronary blood supply without signifi- 

\ cant fall in blood pressure or increase in pulse 
rate. Prescribe Peritrate 20 mg. q.i.d. for your post- 

MORRIS PLAINS, coronary patients. 


Peritrate’ 


brand of pentaerythritol tetranitrate 


With the aid of 
Peritrate, compensatory 
collateral circulation 
develops 
around damaged 
myocardium. 
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for 
the 
tense 


and 
nervous 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


‘ One or two 400 mg. tablets t.i.d. 


d: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


Miltown 


meprobamate 


WW WALLACE LABORATORIES / New Brunswick, N. J. 
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A survey of 1000 women revealed that psychic and psychosomatic factors 


are responsible for most symptoms of premenstrual tension. 


In a one-year placebo-controlled study,’ Miltown 
# relieved both emotional and physical symptoms in 78% of 42 patients. 


@ was found “an [excellent] drug for repeated use, as in premenstrual 


tension.” 
Miltown causes no adverse effects on circulatory system, G.I. tract, 


respiration, mental faculties, motor control or normal behavior. 


Available in 400 mg. scored and 200 mg. sugar-coated tablets. Also available as MEPROSPAN* 
(200 mg. meprobamate continuous release capsules). 


1. Pennington, V. M.: Meprobamate 
(Miltown) in premenstrual tension. O 
J.A.M.A. 164:638, June 8, 1957. 

meprobamate (Wallace) 


WALLACE LABORATORIES, New Brunswick, N. J. 


RELIEVES PREMENSTRUAL TENSION 
—.. 
4 
= 3 
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@ Exhibits unusual analgesic properties, different from those 
of any other drug Specific and superior in relief of SoMAtic pain 
® Modifies central perception of pain without abolishing natural 


defense reflexes  Relaxes abnormal tension of skeletal muscle 


N-1sopropyl-2-methyl-2-propyl-1, 3-propanedio!l dicarbamate 


® More specific than salicylates ® Less drastic than steroids 


@ More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SoMA is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with Soma than with previously used analgesic, sedative or relax- 


ant drugs. 
Soma also relaxes muscle hypertonia, with its stresses on related joints, 


ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY saFe. Toxicity of SoMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy, particularly on high dosage. 


EASY TO use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


supp.ieo: Bottles of 50 white coated 350 mg. tablets. 
Literature and samples on request. 


Wg WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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MADRIQID 


the 125-mg capsule form of Madribon—shares the 
full therapeutic potential of the parent compound 


mw the same antibacterial effectiveness—up to 
90 per cent in over 15,000 documented cases 
w the high safety factor—no serious side effects 
and less than 2 per cent incidence even of mild 
reactions 

@ the minimal alteration of normal bacterial flora 
with resultant lowered risk of superinfections 


MADRIQID 


offers definite practical and psychological 
advantages 

Madrigid is designed especially for use when the 
physician prefers q.i.d. doses of Madribon in the 
treatment of bacterial respiratory infections. 
Madrigid provides practical advantages for the phy- 
sician since it permits him to adjust total daily 
dosage as desired. It provides psychological ad- 
vantages for the patient who may respond better 
to and have more confidence in a q.i.d. regimen or 
in capsule form of medication. 


For recommended dosage and precautions consult 
product literature. 


Supplied: Madrigid Capsules, 125 mg, gold colored—bottles 
of 100 and 1000. 


MADRIQID':* 


MADRIBON®— 
cometh ROCHE 
LABORATORIES 6-sulfaniiemido 
: Division of Hoffmann-La Roche Inc. 1,3-diazine 


Nutley 10, N. J. rocHE® 


Continued from page 87a 


Dose: As directed by physician. Sup: Vials 
of 1 cc. and 5 ce. 


Effersyl, The Stuart Company, Pasadena, Cali- 


fornia. Bulk laxative, cach 7 Gm. (approx. 
1 rounded teaspoonful) of which provides 3 
Gm. psyllium hydrocolloid and 3 mg. di- 
(acetylhydroxyphenyl) isatin. Indicated for 
the chronically or routinely corstipated pa- 
tient. Dose: Adults, 1 rounded teaspoonful 
in glass of water morning and night. Chil- 
dren 6 years and over, 1 level teaspoonful 
in half glass of water upon retiring. Children 
under 6 years of age, as directed by physi- 
cian. Sup: Bottles of 4 oz. and 9 oz. 


Emprazil, Burroughs Wellcome & Co. (U.S.A.) 


Inc., Tuckahoe, N. Y. Orange and yellow 
layered tablets, each containing 20 mg. 
pseudoephedrine HCI, 15 mg. chlorcyclizine 
HCl, 150 mg. acetophenetidin, 200 mg. 
acetylsalicylic acid, and 30 mg. caffeine. 
Indicated to provide total therapy for symp- 
tomatic relief of the symptoms of common 
cold, flu and grippe. Dose: Adults and older 
children, 1 or 2 tablets three times a day as 
required. Children 6 to 12 years of age, 
1 tablet three times a day. Sup: Bottles of 
100 and 1000. 


Equanitrate 20, Wyeth Laboratories, Philadel- 


phia, Pa. Oval shaped, yellow tablets, each 
containing 200 mg. meprobamate and 20 
mg. pentaerythritol tetranitrate. Indicated 
for protection and control in angina pectoris. 
Dose: 1 to 3 tablets daily as directed by 
physician. Sup: Bottles of 50. 


Funda-Vite, Hoyt Pharmaceutical Corp., New- 


ton, Massachusetts. Drops, each 0.6 ml. of 
which contain 400 USP units vitamin D and 
30 mg. vitamin C. Indicated for infants and 
children, to supply the fundamental vita- 
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mins to safeguard against nutritional deficien- 
cies. Dose: 0.6 ml. daily, taken directly on 
tongue or mixed with fluids. Sup: Bottles of 
30 ml. with calibrated droppers. 


Marplan, Roche Laboratories, division of Hoff- 
man-La Roche, Inc., Nutley, New Jersey. 
Tablets, each containing 10 mg. isocarbox- 
azid. Indicated for pain associated with 
angina pectoris and for mental depression. 
Dose: As directed by physician. Sup: Bot- 
tles of 100 and 1000. 


Niamid, Pfizer Laboratories, Division Chas. 
Pfizer & Co., Inc., Brooklyn, New York. 
Clinically effective in such depressive states 
as involutional melancholia, senile depres- 
sion, postpartum depression, reactive depres- 
sion, the depressive stage of manic-depres- 
sive disease, and schizophrenic depressive 
reaction. New, safe drug for the specific 
treatment of depression. Dose: Start with 
75 mg. daily in single or divided doses. Af- 
ter a week or more, revise the daily dosage 
upward or downward, depending upon the 
response and tolerance, in steps of one or 
one-half 25 mg. tablet. Once satisfactory 
response has been attained, the dosage may 
be reduced to maintenance level. Sup: 25 
mg. pink, scored tablets in bottles of 100; 
and 100 mg. orange, scored tablets in bottles 
of 100. 


Nitretamin-10, E. R. Squibb & Sons, Division 
of Olin Mathieson Chemical Corp., New 
York, New York. New dosage form supply- 
ing 10 mg. of triethanolamine trinitrate di- 
phosphate per tablet for a convenient b.i.d. 
dosage schedule. Indicated for preventing or 
reducing the severity of attacks of angina 
pectoris. Dose: As directed by physician. 


Sup: Bottles of 50. 
Continued on page 100a 
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the complaint: “nervous indigestion 
the diagnosis: any one of several nonspecific gastrointestinal disorders requiring relief of 
symptoms by sedative-antispasmodic action with concomitant digestive enzyme therapy. 
the prescription: a new formulation, incorporating in a single tablet the actions of Donnatal 
and Entozyme. the dosage: two tablets three times a day, or as indicated. 


the formula: in the gastric-soluble outer layer: 
Hyoscyamine sulfate 0,0518 mg. 
Atropine sulfate ............... 
Hyoscine hydrobromide 
Phenobarbital (4% gr.) ........ 


in the enteric-coated core: 
Pancreatin, N.F.......... 


A. H. ROBINS COMPANY, INCORPORATED + RICHMOND 20, VIRGINIA 
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‘The tyranny of the clock 


For many diabetics, time is a tyrant. No matter how inconvenient it may be, they must 
take their meals and injections “by the clock,” or risk extremely disquieting reactions. 
Orinase* makes it possible for you to lift this burden from most of these insulin-depend- 
ent patients. Given in conjunction with insulin, it smooths out the “peaks and valleys” 
of erratic blood sugar levels . . . “stabilizes” a surprising percentage of brittle diabetics. 
At the same time, it may enable you to reduce the insulin dosage for many insulin- 


dependent diabet ics. ST RADEMARK, REG. U. S. PAT. OFF. — TOLBUTAMIDE, URIOHN 
THE UPJOMN COMPANY 
KALAMAZOO, MICHIGAN 
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breakfast 


on the run... 


lunch 
the job... 
time for 


Vd formula 


high potency 

When dietary habits are poor, MYADEC 
helps prevent vitamin-mineral deficiencies 
by providing comprehensive nutritional 
supplementation. Just one capsule daily 
supplies therapeutic doses of nine 
important vitamins plus significant 
quantities of eleven essential minerals 
and trace elements. 


Each MYADEC Capsule contains: 
VITAMINS: 


Vitamin B,, crystalline ...... 5 meg. 
Vitamin B, (riboflavin) ...... 10 mg 
Vitamin B, (pyridoxine 

hydrochloride) .......... 
Vitamin B, mononitrate .... . 10 mg. 
Nicotinamide (niacinamide) .. 100 mg. 
Vitamin C (ascorbic acid)... . 150 mg. 
Vitamin A...... (7.5 mg.) 25,000 units 
Vitamin D...... (25 meg.) 1,000 units 
Vitamin E (d-alpha-tocophery]- 

acetate concentrate) 
MINERALS (as inorganic salts): 
Manganese ....... oT 1.0 mg. 
5.0 mg. 
Molybdenum ........... 0.2 mg. 
1.5 mg. 
Magnesium ....... —T 6.0 mg. 
80.0 mg. 
Bottles of 30, 100, 250, and 1,000. sm. 

PARKE, DAVIS & COMPANY « 4 
DETROIT 32, MICHIGAN 
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three 
therapies 
of choice for 


ears 
Rarely Sensitizing 


Comprehensive bactericidal/antifungal action — eradicates 
Pseudomonas and most other common causes of otitis. 
Hygroscopic; restores normal acid mantle. 

Each cc. contains: 

‘Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. 


Broad-spectrum bactericidal action plus effective anti- 
inflammatory and antipruritic therapy. Eradicates most 
common causes of otitis; restores normal acid mantle. 


Each cc. contains: 


*Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
Hydrocortisone in a sterile, slightly acid, aqueous 


Available in dropper bottles of 5 cc. 


‘LIDOSPORIN’ Solution 


Acts quickly to relieve pain and itching associated with 
otitis externa. Bactericidal/antifungal action — eradicates 
Pseudomonas and most other common causes of otitis. Hy- 
groscopic; restores normal acid mantle. 


Each cc. contains: 

*Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
Xylocaine* HCl brand lidocaine Hydrochloride (5%) 50 mg. 
Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. 

*Reg. T.M. Astra Pharmaceutical Products, Inc. — U. S. Pat. No. 2,441,498 


Literature available on request. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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tooth eruption without} 


family disruption} 
oral C . ] ° «i 


INFANT LIQUID 
relieves discomfort and fretfulness of teething x 


CORILIN also offers simplified dropper-administered ( 
management for cold symptoms, y 

postinoculation reactions, § 

pruritic conditions 


-~.Zasty and acceptable to babies, each cc. of § 
raspberry-flavored CORILIN contains 0.75 mg. & 
CHLOR-TRIMETON® Maleate (chlorprophenpyridamine § 
maleate), 80 mg. sodium salicylate and 25 mg. 
glycine. Available in 30 cc. bottle with & 

calibrated plastic dropper. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY wy 
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Continued from page 94a 


Oretic, Abbott Laboratories, North Chicago, 
Illinois. Tablets, each containing 25 mg. 
or 50 mg. hydrochlorothiazide. Indicated 
in the treatment of renal and cardiac edema. 
Useful adjunct in the management of tox- 
emia of pregnancy, premenstrual tension and 
steroid edema. Also indicated in the man- 
agement of the majority of cases of hyper- 
tension. Dose: Adult dosage ranges from 
25 to 200 mg. daily as directed by physician. 
Sup: Either size in bottles of 100 and 1000. 


Phenoxene, Pitman-Moore Company, Division 
of Allied Laboratories, Inc., Indianapolis, 
Ind. Amber-colored, coated tablets each 
containing 50 mg. chlorphenoxamine. Indi- 
cated for the symptomatic treatment of all 
types of Parkinson’s disease. Dose: Usual, 
1 tablet three times daily. Sup: Bottles of 
100. 


Polaramine 4 Mg., Schering Corp., Bloomfield, 
New Jersey. New dosage strength, each re- 
petab containing 4 mg. d-chlorpheniramine 
maleate. Indicated for prevention and treat- 
ment of all allergic conditions responsive to 
oral antihistamines generally. Dose: As di- 
rected by physician. Sup: Bottles of 100 and 
1000. 


Prednamin, Dome Chemicals, Inc., New York, 
New York. Tablets, each containing 2.5 
mg. prednisone, 2.0 mg. chlorprophenpy- 
ridamine maleat, and 250 mg. ascorbic acid. 
Indicated for treatment of bronchial asthma. 
Dose: As directed by physician. Sup: Bot- 
tles of 30 and 100. 


Quadrigen, Parke, Davis & Co., Detroit, 
Michigan. Four-in-one vaccine to protect 
children against polio, diphtheria, pertussis 
and tetanus. Dose: Children six months 
to six years of age, 3 separate injections of 
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% cc. each at four to six-week intervals, 
with a booster dose 6 to 12 months after 
the initial series. Children under six months, 
four doses, a month apart, are recommend- 
ed. Sup: Vials of 4% cc. 


Rezifilm, E. R. Squibb & Sons, Division of 


Olin Mathieson Chemical Corp., New York, 
New York. New surgical spray dressing. 
Indicated for pre-operative and post-opera- 
tive use in preventing wound infections fol- 
lowing surgery. Surgical incisions may be 
made directly through the garm-killing film. 
Sup: Aerosol dispenser cans of 2 oz. 


Robaxin Injectable, A. H. Robins Company, 


Inc., Richmond, Virginia. Each ampul con- 
tains 1 Gm. methocarbamol in a 10 cc. 
sterile, 50% aqueous solution of polyethy- 
lene glycol-300. Indicated for the prompt 
relief of the acute phase of skeletal muscle 
spasm. Dose: As directed by physician. 
Sup: 10 cc. ampuls in packages of 5 and 25. 


Rynatan Expectorant, Irwin, Neisler & Co., 


Decatur, Illinois. Caramel-flavored suspen- 
sion, each 5 cc. of which contains 30 mg. 
carbetapentane tannate, 5 mg. ephedrine tan- 
nate, 5 mg. phenylephrine tannate, 2 mg. 
chlorpheniramine tannate, and 12.5 mg. pyri- 
lamine tannate. Indicated in coughs due to 
colds, upper or lower respiratory tract irrita- 
tion, acute and chronic bronchitis, postnasal 
drip, or coughs associated with asthma, res- 
piratory allergies and excessive smoking. 
Dose: As directed. Sup: Bottles of 1 pt. 


Similac With Iron, Ross Laboratories, Colum- 


bus, O. New prepared infant formula sup- 
plying 12 mg. of ferrous iron per quart of 
formula. Designed for use when iron is 
indicated in infancy, for maintenance of iron 

Concluded on page 106a 
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AG SEC patients were followed 


“minimum of three months, m 
LIQUID AND JELLY cight months, remained 


93 1% “cure” rate 
strictest criterion— 
negative cultures for 

consecutive months 


ite willingly cooperate as ‘a part of the 
treatment when RAMSES," the pure 
with “built-in” sensitivity, 


1958: 2: Weiner, Cin. Med. 51958. JULIUS SCHMID. INC, 
and RAMSES are registered trade-marks of Julius Schmid, Inc. 423 West SSth Street, New York 19, 


REFLECTION ON CORTICOTHERAPY: 


Particularly in corticotherapy, the intent 
is not to treat diseases, but to treat patients. 
This intent 1s best served by using the steroid 
that has the best ratio of desired effects to 


undesired effects: \ | 
the corticosteroid that hits the disease, but spares the patient ye C | QO 


Upjohn THE UPJOHN COMPANY a 
KALAMAZOO, MICHIGAN RADEMARK, REG. U. 5. PAT. OFF, — METHYLPREONISOLONE, 
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winary 


and other bacterial infections 


most widely discussed 


—in more than 500 leading journals and standard texts 


most widely appreciated 


—by tens of thousands of physicians...specialists or in 


general practice 


most widely used 
—more than 3 billion tablets...enough to encircle 
the earth 


and where pain must be 
eliminated from the outset... 


Azo Gantrisin 


analgesic / antibacterial 


ROCHE® 


BIA Division of Hoffmann-La Roche Inc + Nutley 10+ N.J. 
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stores, to provide prophylaxis against iron- 
deficiency anemia and to support the normal 
diet. Sup: Powder, in cans of 1 pound with 
measuring cup; or liquid, in cans of 13 fluid 
ounces. 


Surfak, Lloyd Brothers, Inc., Cincinnati, O. 
New name for DOXICAL, the fecal softener 
for treating constipation. No change in 
formula. Both names will temporarily appear 
on the label. 


Syntetrin, Bristol Laboratories, Inc., Syracuse, 
N. Y. Dry sterile powder of N-(pyrrolidino- 
methyl) tetracycline for intramuscular or 
intravenous use. Indicated for treatment of 
tetracycline-sensitive infections in patients 
for whom oral treatment is not desirable. 
Dose: As directed by physician. Sup: Single- 
dose vials of 150 mg. and 350 mg. for intra- 
muscular and 700 mg. vial for intravenous. 


Temaril Spansules, Smith Kline & French Lab- 
oratories, Philadelphia, Pennsylvania. New 
dosage form, each spansule containing 5 mg. 
trimeprazine. Indicated for relief of itching, 
regardless of cause. Dose: One spansule 
every 12 hours. Sup: Bottles of 30. 


Tigan Pediatric Suppositories, Roche Labora- 
tories Division of Hoffmann-La Roche Inc., 
Nutley, New Jersey. Each suppository con- 
tains 200 mg. Tigan Hydrochloride. Indi- 
cated for prevention and control of nausea 
and vomiting. Use: As directed by physi- 
cian. Sup: Packages of 6. 


Tral W/Phenobarbital Drops, Abbott Labora- 


tories, North Chicago, Illinois. Mint-choco- 
late flavor, easily mixed with milk, water, 
fruit juices, or formula for pediatric use. 
Indicated for gastrointestinal disorders in 
infants and children. Also indicated for 
adults in whom a finer adjustment of the 


Tral dose or greater ease of administration 
is desired. Dose: As directed by physician. 
Sup: 5-ml. bottle with unbreakable cali- 
brated dropper in packages of 12. 


Trancopal Caplets 200 Mg., Winthrop Labora- 


tories, New York, N. Y. New dosage form 
in green scored caplets, making it easier and 
more economical to prescribe Trancopal in 
larger doses where necessary for patients in 
the acute stage of painful musculospastic 
conditions and for many persons with anxiety 
and tension states. Sup: Bottles of 100 and 
1000. 


Vad Sofcream, Walker Laboratories, Inc., Mt. 


Vernon, New York. Combination of vita- 
mins A and D with neomycin and allantoin. 
Indicated for treatment of diaper rash, urine 
scalds and chafing, simple burns and abra- 
sions and other mild skin irritations. Dose: 
Apply several times daily. Sup: Pressure can 
of 5 oz. 


Vanay, Ayerst Laboratories, New York, N. Y. 


Cream, each gram of which contains 250 mg. 
glyceryl triacetate. Indicated for treatment 
of vaginal moniliasis, trichomoniasis and 
nonspecific vaginitis. Use: As directed by 
physician. Sup: Package containing 112 oz. 
tube with 15 disposable applicators. 


Vi-Tyke, Lederle Laboratories Division, Amer- 


ican Cyanamid Company, Pearl River, 
New York. Cherry-flavored syrup or drops 
containing vitamin A, vitamin D, thiamine 
HCl, riboflavin, pyridoxine HCl, ascorbic 
acid, vitamin B,,., niacinamide, and panto- 
thenic acid. Indicated to prevent common 
vitamin deficiencies in infants and children. 
Dose: Recommended daily dose for syrup is 
5 cc., for drops 0.6 cc. Sup: Syrup in push- 
button dispenser of 12 0z.; drops in bottles 
of 50 cc. with calibrated dropper. 
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in Mexico, 


it's called the ‘turista’ or ‘Montezuma’s revenge’ 


diarrhea by any name 


GASTROENTERITIS 
BACILLARY DYSENTERY 
PARADYSENTERY 
SALMONELLOSIS 
DIARRHEA OF THE NEWBORN 
NONSPECIFIC DIARRHEA 
“SUMMER COMPLAINT” 


usually responds rapidly to 


NEOMYCIN-SULFASUXIDINE® -K AOLIN-PECTIN SUSPENSION 


for rapid relief of all diarrheas—regardless of etiology 


fruit-flavored, readily accepted by patients of all ages* 


Neomycin—rapidly bactericidal against most intestinal pathogens, but 
is relatively ineffective against such diarrhea-causing organisms as Shigella. 


° SULFASUXIDINE—an ideal adjunct to neomycin because it is highly effective 
against Shigella and certain other neomycin-resistant organisms. 


Kaolin and Pectin—coat and soothe the inflamed mucosa, adsorb toxins, 
help reduce intestinal hypermotility, help provide rapid symptomatic relief. 


*For infants, CREMOMYCIN may be administered in the regular bottle feed- 
ing, since its fine particles easily pass through a standard nursing nipple. 


&> MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Ivc., PHILA. 1, PA. 


CREMOMYOIN AND SULFASUKIDINE ARE TRADEMARRS OF MERCK & O0., 
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keep all patients* pain-free at all times 


« with the proper potency to match pain intensity 
« with dosage flexibility to match pain variations 


Phenaphen 
Codeine 


*except those for whom recourse to morphine is inescapable. 


. 
Robins A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 
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Phenaphen and Phenaphen with Codeine provide 
a wide range of analgesia, plus complete dosage flexibility, 
to match varying pain requirements. 


Yours to prescribe: 


The right dose of the right potency at the right time. 


Phenaphen 


Basic non-narcotic formula 
For mild to moderate pain 


Each capsule contains: 

Acetyisalicylic acid (2¥2 gr.)............ 162.0 mg. 
Phenobarbital (% gr.) 16.2 mg. 
Hyoscyamine sulfate 


Phenaphen No. 2 


Phenaphen with Codeine Phosphate % gr. (16.2 mg.} 
For moderate to severe pain 
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Phenaphen No.3 


Phenaphen with Codeine Phosphate ¥2 gr. (32.4 mg.) 
Fos severe or stubborn pain 


Phenaphen No. 4 


Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 


For stubborn or intense pain—to obviate or post- 
pone use of morphine or addicting synthetic nar- 
cotics 


DOSAGE: One or two capsules as required. 
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Whatever the indication,* 
whatever degree of sedation desired 
...a form of Nembutal will meet the need 


(Nothing faster, shorter-acting, safer in barbiturate therapy.) 


NEMBUTAL 


(Pentobarbital, Abbott) ABBOTT 


*PREOPERATIVE SEDATION 
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A SYMPOSIUM 


FOOTBALL INJURIES 


M... than forty years ago, the Editor was 
a fair to middling right end on a high school football team 
in a small town in the middle west. Injuries to the youngsters 
who played on that team were more frequent than they are 
today, and for a number of reasons. To begin with, some 
of the protective devices which the player of today has 
made available to him were unknown in the ‘teens. The 
game was much less open and there was far more line play 
with bodily contact. Linesmen did not possess the modern 
helmets and, despite the use of nose guards (ugly, useless 
things), broken noses were frequent. Shoulder and hip pads 
could not be provided out of the slender revenues of the 
high school athletic association and had to be purchased by 
the individual player. The net result was that many players 
did not possess them. Shoulder and hip injuries ranging 
from serious bruising to major fractures were not uncommon. 
The “Charley Horse,” the “sprain,” and the “pulled” this or 
that, constantly plagued the players. Dislocation, especially 
of the shoulder, occurred frequently. Foot gear was fre- 
quently, almost completely homemade out of an old pair of 
shoes which had cleats nailed on. (The Editor’s first football 
shoes were a discarded pair of button, bull-dog tipped shoes 
with cleats nailed on by the local shoe-repairer.) Ankle 
injuries were common. 

Of course, in most instances if an injury occurred, it was 
up to the player’s family to see to it that medical attention 
was provided to their injured son. The budgets of these 
small high schools provided no money for medical care, 
and, as has been pointed out, the athletic associations were 
generally just one jump ahead of their creditors. As a 
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A_SYMPOSIUM_ ON FOOTBALL INJURIES 


matter of fact, the causitive factors in and pathological back- 
ground of a number of the injuries sustained in the course 
of playing football (and other sports) were not very well 
understood in those days. The Editor well remembers 
reading in the Toledo Blade that the team doctor of well 
known professional teams such as the “Canton Bull Dogs,” 
or the Columbus “Panhandles” had sent this or that player 
to “Bonesetter” Reese who operated in Youngstown, Ohio, 
because they could not get the player back in shape to play 
football. Parenthetically, the “Bonesetter” had a very large 
clientele among professional baseball players. One can say 
that for thousands of youngsters who received injuries in 
those days, little or nothing was done. This was frequently 
true also in some of the colleges as well as in the high schools. 
Nature took its course for better or for worse. 

Contrast the situation then with what is being done today 
about football injuries, and which is being presented in this 
issue of MEDICAL TIMES. As is pointed out in this sympo- 
sium, the psychological management of the patient and the 
knowledge thereof is almost if not, at times, more important 
than the clinical treatment of the injury itself. The etiological 
and pathological backgrounds of football injuries are well 
known today and prognosis is much more accurate. The 
whole system of treatment, especially that which has to do 
with physiotherapy, is far advanced over what it was forty- 
five years ago. For example, the first effects of short-wave 
therapy (diathermy) were described by Alfred Loomis and 
Robert Woods in 1917. Their medicinal use dates from the 


mid-twenties. 

The series of five papers which we are presenting to our , 
readers cover the field of football injuries and their manage- 
ment. Our hope in presenting these papers is that football 
injuries will be decreased and therapy improved in those 
youngsters whose doctors are the readers of MEDICAL TIMEs. 


A. Jong , 
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THOMAS B. QUIGLEY, M. D. 
Boston, Massachusetts 


young men gather 


regularly on green autumn fields, or winter 
ice, or polished wooden floors to dispute the 
physical possession and position of various 
leather and rubber objects according to certain 
rules, sooner or later somebody is going to get 
hurt. 

This elementary fact was recognized very 
early in the history of Harvard sports and in 
1890 Dr. William M. Conant, °79, a former 
player himself, was appointed the first doctor 
to the Harvard football team. Since Dr. Con- 
ant’s appointment, there have been five surgeons 
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The Care and Feeding of 
Injured Athletes 
and Coaches 


to the Harvard Athletic Association (which 
perhaps is a measure of how much fun the 
incumbent gets out of it, inasmuch as there 
have been only these few over this long period 
of time). The department has grown from one 
doctor and a trainer to eight surgeons (all 
Board men), seven senior and junior trainers, 
an x-ray technician and a secretary. Medical 
attendance is now provided for every regularly- 
scheduled varsity, junior varsity and freshman 
contest in sports involving body contact. 

As might be expected at Harvard, Goctors 
associated with the Harvard Athletic Associa- 
tion over the years have not been content with 
treatment of injuries as they arise, but have 
devoted a good deal of time and energy to 
methods of prevention and to appraisal of vari- 
ous methods of treatment. From the beginning, 
records have been kept and studies published, 
as papers or books. When members of this de- 
partment are called upon to speak on the sub- 
ject of athletic injuries we are able to speak 
with absolutely flattening Teutonic heavy- 


Dr. Quigley is Clinical Professor of Surgery, Harvard 


Medica! Scho 
Surgeon, Harvard University Health Services, and Surgeon 
to the Harvard Athletic Association 


: Surgeon, Peter Bent Brigham Hospital: 


This article a transcript of an address given at the 
Harvard Medical Alumni Day Symposium, May 30, 1957 
Reprinted with wern n from the Harvard Medica 


Alumni Bulletin, Ju y 1957. 
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"Track, too, has its share of injuries, and 
not all trauma to coaches is physical." 


handedness, because our experience is really 
pretty great. This mass of accumulated data and 
experience is the largest in the world, and the 
present organization of the medical depart- 
ment of the Harvard Athletic Association is 
the most elaborate of any university. 

As it has evolved, the organization is more 
comparable to that of military medical service 
than anything else. At the present time, the 
senior member of the department is the chief 
surgeon, who is concerned largely with matters 
of general policy, strategy and consultation. At 
the tactical level is the surgeon, whose head- 
quarters are the medical rooms in the Dillon 
Field House, where complete x-rays, minor sur- 
gical, physical therapy and rehabilitation fa- 
cilities are available. The implementation of 
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policy and the application of the accumulated 
experience of the past 68 years are his im- 
mediate responsibility. Associated with him are 
seven associate surgeons, each assigned to a 
particular squad—varsity football, junior var- 
sity football, freshman football, House football, 
soccer and lacrosse, hockey and crew. 

Each team surgeon is responsible for the wel- 
fare of the members of his squad. He attends 
every practice session and game and keeps day- 
to-day typed records of the state of every in- 
jury which is sufficiently severe to keep a 
player from one or more practice sessions or 
games. Working with the surgeons is the corps 
of trainers under the chief trainer. As far as 
possible, trainers are assigned to the same team 
and the same surgeon. In the fall, when up- 
wards of 500 young men indulge in contact 
sport every afternoon, the organization is at 
its busiest. 

Team surgeons can thus be compared to bat- 
talion or regimental surgeons, and the Dillon 
Field House and Stillman Infirmary to an 
evacuation hospital. The coaches represent com- 
mand and the surgeons their medical advisors. 
Tradition and common sense have established 
the surgeon’s word as absolute law. No one 
can override his decision to remove a player 
from the field. In the heat of “battle,” a sur- 
geon’s decision can make him an extremely un- 
popular person for a short time, and the great- 
est resistance is usually encountered in the 
player himself. 

On Saturday afternoons in the Stadium the 
organization is on public display. Two doctors 
and the chief trainer sit on the bench. The sur- 
geon runs onto the field and assesses the sever- 
ity of an injury. (He has been subjected to 
much criticism, usually destructive, as to his 
method of running.) When he finds it neces- 
sary to remove a player from the field, he sig- 
nals to his associate, surveys the situation and 
reports as quickly as possible. 

Sometimes the decisions which must be made 
under these circumstances lie in certain special 
fields of medicine. In recent years a group of 
consultant specialists have been of great as- 
sistance. These consultants are leaders in their 


MEDICAL TIMES 


ey 
\ 
\ 
>) 
“a 
¥ 
con 
AA 
| 
| 
|| 


particular fields associated with the Harvard 
Medical School. Each is given two tickets on 
the 50-yard line to every home game, and is 
asked either to use these seats personally or see 
that an equally qualified specialist uses them. 
The seat numbers are known and when the par- 
ticular skill of a consultant is required, he can 
be called almost instantly to the halves room. 

From one point of view, the 1948 Yale game 
was won by the consultant in ophthalmology. 
Early in the game the quarterback sustained, a 
scratch on his cornea and was removed from 
the game, squinting in such a fashion that he 
could hardly see. The nature of the injury was 
spotted by the consultant from his place in the 
stands, and by the time the player reached the 
halves room, he was present with his special 
instruments. In a moment he was able to make 
a diagnosis, to relieve the player’s squint and 
to return him to the game four plays after he 
had left—and we won the game. This could 
hardly have been done by anyone but an 
ophthalmologist, and under other circumstances 
the player would have been unable to play for 
the rest of the afternoon. 

Experience with the Harvard Athletic Asso- 
ciation has proved to be most interesting for 
the doctors on the staff. Nowhere else in peace- 
time can the natural history of injuries be 
studied from the moment of occurrence, and the 
comparative value of various methods of treat- 
ment so well assayed. Soldiers Field is an ex- 
cellent laboratory, and the results of observa- 
tions made there have extended far and wide. 

Sometimes things a little out of the ordinary 
occur. On one occasion Dr. Edward H. Nichols, 
*86, surgeon from 1905 to 1921, noted that a 
player had suffered a blow on the head and 
seemed to get to his feet rather slowly. The 
Harvard captain called time out, and Dr. 
Nichols ran out on the field. He had previously 
worked out a simple set of questions which, 
together with a good look at the player, would 
help him determine whether a blow on the 
head had resulted in confusion, disorientation 
or lack of judgment. These questions concerned 
the date, the score of the game, the time of day 
and other simple subjects. The injured player 
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knew this full well and knew that if he failed 
to answer these questions accurately, Dr. 
Nichols would certainly remove him from the 
game. As Dr. Nichols ran onto the field, the 
player ran toward him shouting in a clear voice, 
“It is Saturday afternoon, we are playing Dart- 
mouth, the score is 7-0, and I feel fine.” Dr. 
Nichols promptly did a neat curve in his run 
and returned to the bench without further ado. 

In 1941, a minor concussion produced a re- 
markable series of plays in the Yale Bowl. Both 
teams were excellent. There was a great deal 
of tension, which is normal and healthy. We 
received the kickoff. Our quarterback (now a 
distinguished member of the diplomatic corps of 
the United States) stood up and reeled off a 
series of signals which he later found out were 
incomprehensible to the other ten members of 
the team. Each of the ten members said to him- 
self, “I'll bull this through,” and we were 
thrown for a considerable loss but maintained 
possession of the ball. This occurred a second 
time, and once more Harvard was thrown for 
a loss. On the third down, as he once more 
began to chant a strange series of numbers, the 
right end suddenly stood up and called time 
out. There was a brief conference with the 
captain, and the quarterback was removed from 
the game. (He was, in fact, removed with some 
difficulty.) It developed that a blow on the 
head in the first play of the game had tem- 
porarily erased from the quarterback’s mind the 
previous four years of his football career, and 
he was calling the signals he used in his senior 
year in prep school, where he had also played 
as a quarterback. The end had played on that 
same team, and fortunately recognized the sig- 
nals. 

On another occasion, time out was called, 
and the surgeon, disturbed by the bemused ap- 
pearance of a player who had his thumb in 
his mouth and was studying the turf of the 
Stadium very intently, ran out onto the field. 
Presently the officals and several players of both 
teams were on their hands and knees crawling 
around the site of the preceding play. The spec- 
tacle was naturally quite bewildering to the 
spectators, and a deep silence fell on the entire 
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“And then there are 
the visiting players, 
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Stadium. What had happened was that the 
player in the previous play had lost an artificial 
tooth, together with its attaching gold wires. Un- 
fortunately the tooth was not recovered, and a 
few moments later the game was resumed. No 
announcement was made of the cause for this 
peculiar behavior on the part of those on the 
field, and there are probably a considerable 
number of spectators who are still wondering 
about the incident. 

The facilities of the Harvard Athletic As- 
sociation’s medical department are not con- 
fined to students participating in organized 
athletics. A doctor is on duty at the Dillon 
Field House throughout the remainder of the 
academic year from five to six in the afternoon, 
and is kept quite busy with the results of skiing, 
minor sports and the ordinary injuries of every- 
day life. 

The question might reasonably be asked 
whether all this elaborate medical care is neces- 
sary, since the very great majority of injuries 
are minor, heal eventually (even if untreated) 
and produce no disability. The rebuttal to this 
point of view is easy. The decision as to whether 
or not an injury is potentially severe and dis- 
abling or minor, is one which can at times call 
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for considerable judgment. The doctors on the 
staff of the Harvard Athletic Association serve 
primarily in a diagnostic capacity; treatment is 
largely carried out under their direction by the 
staff of trainers. The doctor for the Harvard 
football team has always gone on the field him- 
self. To miss one severe or possible perman- 
ently disabling injury is worse than losing every 
game in a season. While the great majority of 
injuries would heal eventually without disability, 
the time of healing can be greatly accelerated 
by accurate diagnosis and treatment, and an ac- 
curate prognosis is of great help to the coach in 
his plans for the following weeks. 

This system of medical care of athletes un- 
fortunately is not often encountered outside the 
Ivy League. All too often one finds gymnasia, 
rinks and stadia of impressive size and beauty, 
presided over by coaches whose annual incomes 
are truly amazing by academic standards, but 
with medical facilities relegated to a back room 
near the showers and a footnote in the annual 
budget. 

The concept of “athletics for all” is rapidly 
spreading, and the growing problem of medical 
care of athletes in high schools and colleges can 
perhaps best be expressed from the point of 
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view of the player. It would seem reasonable 
that today he is entitled to certain rights. There 
are: 
(1) Goop Coacuinc. This has practically been 
realized. The coach who teaches unsportsman- 
like tactics to win at any price is almost extinct. 
Almost all coaches today are competent instruc- 
tors in the technical aspects of the game, ignor- 
ance of which of course increases the incidence 
and severity of injuries. 
(2) Goop EquiPMENT. This, too, can easily be 
achieved. The equipment manufacturers take 
their responsibilities seriously and are con- 
tinually modifying and improving the various 
types of armor worn in contact sport. The prob- 
lem lies in the false economy of using wornout, 
outmoded or ill fitting gear. The outfitting of 
a team is no place for penny pinching. 
(3) Goop MepicaL CareE—which has three 
aspects: 
First—A thorough preseason history and phy- 
sical examination. This is the most important 
single factor in the prevention of injuries. A 
considerable number of the tragedies which oc- 
cur every year are due to medical conditions 
such as heart disease, hypertension and diabetes, 
which were not recognized and usually consti- 
tute contraindications to participation in con- 
tact sport. For many years at Harvard loss of 
function of one of any paired set of organs 
has also been regarded as a_ contraindica- 
tion. This rule produces an annual crop of 
unhappy young men who seem to have played 
for years in high school with one testis, kidney 
or eye, but we have made no exception. Other 
less potentially dangerous sports are available, 
and no game is worth the risk of blindness, 
death or castration. 

Another important aspect of the preseason 
examination, particularly in high schools and 
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preparatory schools, is the proper matching of 
players. Boys grow at different rates. Some at 
15 have mature and well-coordinated musculo- 
skeletal systems. Others are small and soft, 
having barely entered the wondrous years of 
adolescence, and still others are large boned, 
skinny and incoordinated, being in a period 
of rapid bone growth, with barely compensated 
nerves and muscles. To mix these types on a 
team is to look for trouble. This is an area for 
cooperation between coach and doctor. Well- 
matched teams are much safer and much more 
fun for all concerned. 

Second—A doctor should be present on the 
playing field at every scrimmage and game. To 
leave to a trainer or coach such decisions as 
whether an injured played should continue play 
or be removed, and if removed, whether he 
should be carried or walk off the field, is to 
gamble with the player’s future with the cards 
stacked against him. 

Third — The doctor’s authority in matters 
medical should be absolute and unquestioned. 
This principle is the measure of a good coach. 
Almost all coaches today are happy to leave 
medical decisions to the medical profession. 
They have enough difficult decisions and prob- 
lems as it is. 

This bill of rights is to be considered at the 
next meeting of the new A.M.A. Committee 
on Athletic Injuries. It, or something like it, 
will probably be published as the official view 
of the American Medical Association. It is to 
be hoped that all Alumni of the Harvard 
Medical School will lend support when the 
problem arises at a community level, even 
though it might pinch their pocketbooks a bit 
in increased taxes. 
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General Principles Involved 


in the Treatment of 
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asic treatment of the athlete 

ng, healthy human. The most 

important consideration is the concept that re- 

covery must be prompt and, above all, com- 
plete. 

If injury occurs, the first step must be early 
recognition of the nature and the severity of the 
damage. There is usually no better time to de- 
termine the extent of an injury than at the time 
it happens. The concept of waiting to see how 
severe the injury is by trial and error is not 
compatible with the first principle of treatment 
of athletes; namely, prompt and definitive care. 
As time passes, edema and inflammation super- 
vene to cloud the picture. Careful, complete ex- 
amination done early will often permit definitive 
treatment days, or even weeks, earlier than the 
“wait and see” method. Saturday’s injuries 
should not be examined on Monday morning 
just to suit the convenience of the doctor or 
others. Once a decision concerning treatment 
is reached it should be carried out confidently 
and completely. If a specialist is needed, give 
him the same opportunity that you have had to 
examine the patient early. It is truly dis- 
heartening to examine a patient weeks after 
his injury and to find that the proper 
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time for definitive treatment is long past. 

The Goal must be one hundred percent re- 
covery. It may not be possible to attain this 
result in a given case, but if we do not try for 
it, we will never reach it. The young, well- 
conditioned athlete will tolerate whatever rea- 
sonable measures are necessary to give him one 
hundred percent recovery. The doctor must re- 
sist compromise or unjustified complacency 
that tend to negate this goal. 

Avoid Expediency. Too often, outside in- 
fluences may overbalance sound judgment. The 
player’s desire to compete, over-optimism, 
failure to admit the extent of the damage or 
hesitation to interfere with school attendance 
may lead one to adopt a “middle of the road” 
course when, in fact, a definitive decision 
should be made. Strict medical evaluation 
must be the deciding factor, not influenced by 
temporary convenience. 

Adopt the Best Method of Treatment. Here 
too, a temporizing attitude is fatal to good re- 
sults. If you really believe he needs a cast, use 
it! If you think he should be on crutches, in- 
sist on it! If his ligament needs surgical repair, 
see to it! The best treatment is not one that 
can be put off indefinitely. Time is of primary 
essence in obtaining a complete recovery in 
most ligament injuries. 

Believe in the Value of Competitive Ath- 
letics. The physician must recognize that to 
this patient it is vital that he be restored to 
athletic competition. If the patient feels that 
the doctor deprecates the importance of ath- 
letics, a vital sympathetic link between patient 
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and doctor is lost. A master violinist would not 
trust his hands to one who believed fiddle play- 
ing to be unimportant. 

Above All, Treatment Must Be Prompt. Un- 
necessary delay is not compatible with good re- 
sults in athletic injuries. “Don’t hurry but don’t 
fiddle” is as applicable here as it is in the oper- 
ating room. 

By such precepts you will find that the care 
of the athlete will become simplified so that the 
physician, instead of dreading the responsibility 
of treating the athlete, will learn to look for- 
ward to the patient who gives such prompt and 
gratifying results. An additional dividend is the 
fact that most of the principles here applied are 
readily applicable to the remainder of your 
practice with resulting benefit to all concerned. 


The Examination 


TIME ¢ The optimum time for the first ex- 
amination of the injured athlete is as soon as 
possible after the injury. The prevalent custom 
of making a superficial and hasty examination 
(often on the field) and then sending the player 
to the ice bag for several hours is certainly to be 
deplored. It may not be possible to examine the 
player at once but the goal should be to ex- 
amine him as soon as it can be done properly. 
True enough, there may be instances in which 
repeated detailed examinations will be neces- 
sary but much more often examination can 
never be carried out as definitively as it can be 
immediately subsequent to the injury. One is 
not justified in postponing a detailed examina- 
tion until a more convenient time. 
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PLAcE © If the opportunity presents itself 
to see the player immediately after his injury, 
where should the examination take place? Ob- 
viously the first superficial examination will be 
done on the field or on the sidelines. This can 
be little more than a cursory evaluation of the 
severity of the injury. If the injury is of any 
consequence, proper facilities must be available 
to make a detailed examination away from the 
crowd and preferably within a suitable examin- 
ing room. At this time it will be necessary to 
remove all the clothing and all of the protective 
strapping from the part involved. It is not pos- 
sible to examine the knee, for example, through 
a pair of football pants or over adhesive or 
elastic strapping. It follows, therefore, that ar- 
rangements must be made to transport the play- 
er to suitable surroundings. It is highly desirable 
that this examination be carried out without the 
usual cluster of players, parents, fans, etc., 
gathering around and offering gratuitous ad- 
vice. 

This examination must be objective and 
proper surroundings are necessary. 

In order to treat injury to athletes success- 
fully one must cultivate the habit of detailed 
meticulous examination. For extremity injuries, 
the examination should first be carried out on 
the un-injured extremity. This will permit the 
examiner to get a “normal” to use for compari- 
son with the opposite side. Not only this but 
he can to some extent allay the apprehensions 
of the injured player and prepare him for the 
type of examination which is to be carried out 
on the injured part. 
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FIGURE | Typical football knee injury. Note the 
player's foot is fixed to the ground. He is turned 
away from the fixed foot which throws the leg 
into external rotation. At the same time a forcible 


blow against the outer side of the knee “opens 
up" the knee on the inner side. One would expect 
here the “Unhappy Triad,’ namely, torn medial 
collateral ligament, torn medial meniscus and 
torn anterior cruciate. 


History ¢ The first step in the examination 
should be the history. Try to obtain as accurate 
a story as possible from the player or other 
people concerned as to the mechanism of in- 
jury. Determine if at all possible the direction 
of the forces applied since this will give a good 
idea as to the type of injury to be expected 
(Figure 1). Did the injury appear to be severe 
or did it seem mild? Was disability immediate 
or delayed? Was deformity originally present 
and later reduced either spontaneously or with 
help? Did the player feel something slip or 
tear? 

Obtaining a careful history may give a 
vital clue as to the nature of the pathology. 
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Physical Examination 

By observation note the general appearance 
at the site of the injury. Observe the location 
of the swelling, any possible deformity, any 
damage to the skin or evidence of a direct blow. 
By palpation determine the degree of under- 
lying tension in the tissues, possible fluctuation 
caused by hematoma formation. Determine if 
there is local heat. Try to pin point the area 
of tenderness. If crepitation is demonstrable 
this of course is quite significant. By manipula- 
tion determine the range of pain free motion, 
the location of pain on motion, significant in- 
stability or abnormal motion. For any given 
area it is well if one develops a routine for ex- 
amination designed to check all the stabilizing 
elements of that particuiar joint. For example, 
a knee should be checked not only for lateral 
stability in extension but also for lateral stability 
in partial flexion and for anteroposterior or 
rotatory stability. With the patient lying supine 
on a suitable table with the lower extremities 
undressed and all strapping removed, the ex- 
aminer grasps the un-injured leg with one hand 
above the ankle and one hand just above the 
knee. With the knee in complete extension the 
leg is moved outward and inward to determine 
the degree of lateral instability, if any. The 
knee is then bent to about 150° and adduction 
and abduction, internal and external rotation 
are checked. Then with the knee bent at 90° 
either with the patient sitting with the foot 
hanging off the table or, if he is unable to sit 
up, with the foot resting flat on the table and 
the knee relaxed, (Figure 2) an effort is made 
to push the tibia backward and forward on the 
femur by firmly grasping the leg below the knee 
with both hands with the patient relaxed. After 
the range of motion has been determined on 
the “good” knee, the same examination is 
carried out on the injured knee taking particu- 
lar note not only of the degree of instability but 
the degree of pain on each maneuver. Each of 
these manipulations has a specific function. By 
overlooking any one of these, vital information 
may be missed in the course of your examina- 
tion. Following such complete examination it is 
the unusual case that will not present some very 
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FIGURE 2 


The Drawer Sign. Notice the patient is seated with the knee and hip at 90°. 


The patient's foot is grasped by the examiner's knee and the upper leg between the two 
hands. Firm forward pressure with the hamstrings relaxed demonstrates the integrity of 
the anterior cruciate; backward pressure demonstrates the posterior. On the inset, the solid 
line indicates the tibia pulled forward, the positive drawer sign indicating defect in the 


anterior cruciate ligament. 


definite clue as to the proper diagnosis. If for 
one reason or another diagnosis cannot be 
made at the time of the first examination, re- 
peated examinations must be made until the 
diagnosis is clear. Every effort should be made 
to make a definitive diagnosis at the first ex- 
amination since this will permit the institution 
of specific treatment at once. In any event, re- 
examination should be made from time to time 
in order to obtain an exact picture of the 
progress of the condition. It cannot be over- 
emphasized that successful treatment depends 
upon accurate diagnosis which in turn depends 
upon a careful, all-inclusive, atraumatic ex- 
amination of the injured part. 


X-Ray Examination 

X-ray examination should be carried out in 
any case where fracture is even suspected. 
There can be no doubt but that this is of vital 
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importance in many cases of injury. X-ray 
visualization is taken so much for granted now 
that one can not justify the omission of x-ray 
examination if there is any possibility that posi- 
tive findings may be elicited. It follows, there- 
fore, that there will be many negative and 
apparently useless x-ray examinations carried 
out. However, even if one ignores the medical- 
legal complications (which he would indeed be 
bold to do) there is good argument for gener- 
ous use of x-ray visualization. The current 
agitation against over use of x-ray need not 
apply to films made for diagnostic purposes 
provided they are made under proper control 
with suitable equipment. The extremely sensi- 
tive x-ray film in common use today entails but 
minimal radiation exposure. To the timorous, 
a few confident words of explanation will allay 
his fears of over-radiation. Medical-legal im- 
plications are such that one can ill afford to 
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FIGURE 3 Illustrating the value of the oblique view. The anterior-posterior and lateral views 
show little pathology except an incomplete fracture across the medial malleolus. The oblique 
view shows true pathology, namely, separation of the medial malleolus and tear of the 


tibiofibular ligament. 


“let his defenses down” by failing to make 
x-rays because of inconvenience, expense, or 
other similar considerations. One is justified in 
refusing management of a case on which x-ray 
visualization is not permitted. 

However, it is not sufficient to say that the 
part should be x-rayed. We are not at all in- 
terested in x-ray pictures as such. What we are 
primarily interested in is a determination of the 
injury present. It follows, therefore, that routine 
x-rays, while they may be of some beauty and 
of some value, may not serve best to determine 
the degree and type of injury. The prevalent 
habit of sending a patient to x-ray, having the 
film made by the technician or even the radi- 
ologist, who has no actual knowledge of the in- 
jury suspected, results in many faulty interpre- 
tations. The physician should know what he is 
expecting to find in the film and so advise the 
radiologist. He should himself be prepared to 
position the part to demonstrate the injury 
which he is suspecting. If antero-posterior and 
lateral views are not sufficient, other views 
should be made (Figure 3). If abnormal motion 
is suspected, stress x-rays may be desirable 
(Figure 4). If the original films are negative re- 
peat films after seven to ten days may be diag- 
nostic. Once the x-ray is made it should be 
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carefully studied, not only immediately but 
after the film is thoroughly dried and prepared 
for visualization. If doubt remains, views of the 
opposite extremity may be valuable or further 
views of the injured part may be desirable 
(Figure 5). If the original film is inadequate 
technically by being overexposed, underex- 
posed, poorly positioned, or blurred because of 
motion, one should not hesitate to request re- 
peat films. By such careful planning and ade- 
quate follow-up, the x-ray may indeed be a 
valuable adjunct to the management of a given 
case. 


Laboratory Examination 


In treatment of injuries to athletes, laboratory 
examination has a relatively lesser role. Or- 
dinarily the athlete is in good general physical 
condition so that routine blood and urine ex- 
aminations may be expected to be normal. 
There are special laboratory examinations 
which may be of value in certain specific con- 
ditions but as a rule the physician will obtain 
little help from laboratory procedures in the 
diagnosis or treatment of injuries to athletes. 
However, this is not to say that one should not 
be on the alert for misinterpretation of the 
significance of the injury. It may well be that 
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FIGURE 4 Typical stress x-ray. Figure A shows the knee in neutral position 
on the left. With abduction force on the right the medial joint space can- 
not open up to this degree without defect in the medial collateral ligament. 
Figure B is a similar case with involvement of the lateral collateral ligament. 
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FIGURE 5 


On the left (injured shoulder) there is some question as to whether or not the 


coracoclavicular ligament binding on clavicle to the coracoid as well as the acromio- 
clavicular ligament is torn, On the right (normal shoulder) this is immediately diagnostic. 
The wide space between the clavicle and coracoid is not possible without defect in the 
coracoclavicular ligament, nor is the wide space between the tip of the clavicle and 
acromium possible without a defect in the acromioclavicular ligament. This is particularly 


the patient has some pathological condition 
which anti-dated the injury and that the injury 
simply was an exacerbating factor or simply 
called a preexisting condition to the player’s 
attention. In case of doubt, laboratory work 
may be of value in ruling out disease processes. 
In certain specific conditions it obviously would 
be of great value such as urinalysis is suspected 
injury to the kidney, blood examination in sus- 
pected internal hemorrhage, blood counts in 
cases of possible infection. 


Treatment of Certain Frequent Conditions: 
Contusion 


A contusion may be defined as a direct blow 
against the integument causing bruising of the 
skin and underlying tissues. This results in 
capillary rupture, infiltrative type of bleeding, 
followed by edema and inflammatory reaction. 
The result is local swelling which may be super- 
ficial or deep depending upon the nature of the 
object striking the blow and the location in- 
volved. Thus the blow of the patella against the 
hard ground catches the skin between two hard 
objects and the resulting damage is to the skin 


confirmed by the relationships shown in the normal shoulder. 


and subcutaneous areas and possibly to the 
patella. On the other hand, the blow of a hard 
head-gear against the unprotected thigh will 
catch the muscle between the head-gear and 
the femur. The resulting damage is to the 
muscle, since the underlying soft tissue effec- 
tively protects the skin. The basic pathology is 
the same regardless of the area involved or 
the type of the blow. Proper treatment consists 
of prevention of bleeding by application of cold 
and a pressure bandage in the early stages, to- 
gether with immobilization and protection to 
prevent further injury. This is followed by fac- 
tors which encourage healing. Local heat, rest, 
protection are vital at this stage. The area in- 
volved and severity of the involvment will de- 
termine the specific method utilized in a given 
case. Basically, the part must be protected from 
further damage by another direct blow or from 
over function and/or from injudicious methods 
of treatment. Faradic stimulation, for example, 
should not be used in a severely bruised muscle. 
If the bleeding is considerable a local infiltra- 
tion of hyaluronidase or local anesthetic is valu- 
able. In extensive contusion, particularly of 
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the thigh or back, systemic medication by 
Chymar® or Bucca Varidase® may be used. 
Rehabilitation should begin slowly within the 
limitations of pain and should progress parallel 
with the healing. Obviously a simple contusion 
may require but little treatment or rehabilitation 
while an extensive contusion in a vital area may 
tax one’s ingenuity to restore function while 
continuing protection. 


Hematomata 


The athlete is particularly prone to hema- 
toma formation since he regularly exposes him- 
self to the type of trauma which is likely to 
cause bleeding. For this discussion we will de- 
fine a hematoma as a collection of pooled blood 
within a relatively restricted area. By pooled 
blood I mean blood, not infiltrated through 
soft tissues, but collected in a localized area 
maintaining its own identity as blood. It can 
readily be seen that this will occur in many 
situations in many locations and from varying 
types of trauma since the basic condition from 
the pathological standpoint is bleeding within 
the tissues. We do not ordinarily refer to bleed- 
ing with an anatomically closed space as a 
hematoma, as for example, in a joint or in a 
bursa or within a hollow viscus. In hematoma 
formation bleeding takes place into the tissues 
and by virtue of pressure from the hemorrhage 
the blood makes a space for itself which it 
wholly fills by pushing other tissues away. This 
may be extremely extensive such as hematoma 
formation up and down the fascial planes of 
the back, following a serious vessel rupture in 
the vicinity of the spine or it may be extremely 
localized such as the collection that forms be- 
tween the skin and the periosteum over the shin. 
The treatment must of necessity vary widely 
according to the location and the extent of the 
hematoma. Treatment may sometimes be di- 
rected toward elimination of the hematoma 
itself. In other instances it may be necessary to 
relieve the hematoma because it is causing 
pressure on some adjacent structure. The gen- 
eral principles of treatment consist of 
(1) recognition of the types of injury; 
(2) protection against further bleeding; 
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(3) evacuation of the blood; 

(4) encouragement of absorption of the 
blood and 

(5) protection of the part until healing takes 
place. 

Diagnosis of a deep seated hematoma may 
be difficult while a more superficial one may be 
quite obvious. The outstanding characteristic, 
the diagnostic characteristic, is fluctuation and 
this may indeed be difficult to determine deep 
in a muscle mass. In case of doubt, attempts 
at diagnostic aspiration are justified. Once it 
is confirmed that there is a hematoma, treat- 
ment should be directed toward the localized 
area. During the preliminary diagnostic phase, 
before definitive treatment is begun, pressure 
dressings should be applied to prevent further 
bleeding. An ice pack is applied for the same 
purpose. The initial therapeutic measure should 
be application of a constricting bandage and 
packing the part in ice. Once it is determined 
that there is an aspiratable quantity of blood 
present, one may appreciably shorten the con- 
valescent time by removing the blood. Surgically 
aseptic technique must be used and if accept- 
able, a large 15-16 gauge needle should be em- 
ployed since one could hardly expect to evacu- 
ate old blood through a 22 gauge needle. 
Following aspiration the area should be infil- 
trated with Hyaluronidase. This tends to break 
down the confining wall and hasten the absorp- 
tion of blood. We must severely condemn any 
attempt to aspirate a hematoma under any but 
the most aseptic conditions. The dressing room 
or indeed the average training room is not the 
place for this definitive treatment since the 
potentialities of infection are particularly great 
in extravasated blood. 

The center of a hematoma is to some extent 
like the center of an abscess. It may be quite 
avascular in so far as circulating blood is con- 
cerned. Many months may be required to ab- 
sorb the blood even in the absence of infection 
or other complication. Hence, our recom- 
mendation that if possible the volume of blood 
and the size of the hematoma should be re- 
duced. The speed of absorption of the hema- 
toma may be increased by diffusion of the 
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FIGURE 6 Myositis Ossificans involving the vas- 
tus intermedius. At the time of the upper x-ray 
the area was operated, the calcium removed. 
Prompt recurrence was the result as indicated in 
the lower picture, made about 3 months later. 


hematoma and this is aided by the hyaluro- 
nidase plus the pressure bandage. This permits 
more rapid absorption because of greater ex- 
posure to the circulating fluids of the body. It 
has been said that it is unwise to aspirate an 
hematoma until one is sure the bleeding has 
stopped since increasing pressure of the hema- 
toma itself may tend to discourage further 
bleeding. This is fallacious reasoning since the 
same amount of pressure can readily be applied 
by external means. The hematoma should be 
evacuated as completely as possible even at a 
very early stage and then a pressure bandage 
will actually keep more pressure on the area 
than intrinsic pressure from the blood alone 
could be expected to do. When the area in- 
volved is an actively moving part of the body 
this part should be protected not only against 
a direct blow but also against motion since mo- 
tion tends to break down the clot within the 
vessels and to perpetuate the bleeding. Motion 
also tends to cause irritation throughout the 
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lesion and encourage over-reactive scar or cal- 
cification. Many a potential case of myositis 
ossificans has been aborted by careful protec- 
tion of the part after proper local treatment 
(Figure 6). It is particularly important in 
muscle bleeding not to employ the “work it 
out” technique since this simply encourages 
further bleeding and promotes calcification. 
Absorption is also accelerated by heat which 
tends to improve the circulation of the area and 
so permits the hematoma to be exposed to more 
active circulation. 

Protection against contusion should be con- 
tinued as long as the area is symptomatic. 
However, protection against motion may be 
terminated very much sooner. If the hematoma 
involves muscle or joint or a movable part, 
mobility can be resumed within the limits of 
pain almost at once. It should be emphasized 
that this should be within the limits of pain 
since forcible exercise of a muscle containing 
an hematoma only aggravates it. On the other 
hand, voluntary pain-free contraction will tend 
to aid absorption. The dividing line between 
what is a good level of activity and what is 
deleterious may be very fine indeed. In many 
instances the athlete will be prone to minimize 
his symptoms in order to step up his activity so 
that real judgment may be required in deciding 
how soon full activity may be permitted. Hema- 
toma of more static areas such as under the 
skin require protection only during periods of 
bodily contact. The compression bandage 
should be removed whenever it is obvious that 
the liquid hematoma is no longer present unless 
further support is needed because of circulatory 
embarrassment. It should be noted that follow- 
ing a relatively superficial hematoma there will 
be gross discoloration of the skin and that this 
may migrate to a considerable distance if a 
pressure bandage is used. It is not unusual at all 
in a hematoma over the shin or calf to have the 
ecchymosis of skin appear around the ankle or 
even into the foot. This ofttimes is alarming to 
the patient and he should be reassured that this 
is but one of the later stages in the absorption 
of his hematoma and that it does not indicate 
that his condition has grown worse or has ex- 
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tended. This happens so frequently that in 
most cases it is wise to warn the patient that he 
may develop severe discoloration in the skin 
and that this may take weeks to disappear. 
To recapitulate: 

(1) Diagnosis should be prompt with aspira- 
tion if necessary to make a final de- 
termination. 

(2) The volume of contained blood should 
be reduced by aspiration, hyaluronidase, 
pressure, cold first then heat, controlled 
activity. 

(3) Re-injury should be prevented by pro- 
tection against direct trauma or against 
excessive activity. 

(4) Resorption should be encouraged by 
exposing the hematoma to a larger sur- 
face area of circulation, by improving 
the local circulation, and by maintaining 
the general circulation. 

Excessive scar formation or calcification can 
ofttimes be prevented by these measures. 


Strain 


Strain may be defined as damage to a tendon 
or muscle occasioned by over use or over stress. 
It is important that we distinguish between 
strain and sprain by applying strain to muscle 
and tendon and sprain to ligament. Much con- 
fusion can thus be averted. Strain of a tendon 
could obviously consist of anything from minor 
irritation to near complete avulsion of a tendon 
from its attachment or within its substance. 
Applied to the muscle it includes those cases of 
over use and over stretching short of an actual 
muscle rupture, either from forcible avulsion 
or from direct blow. In the ordinary strain there 
is no appreciable hemorrhage, the pathology 
being confined to a low grade inflammatory 
reaction with swelling and edema and some 
disruption of the adjacent fibers. Diagnosis will 
depend upon testing of the function of the 
muscle involved and seeking the location of the 
pain. This will be relatively easy early and be- 
comes very obscure as the whole muscle goes 
into spasm. Careful localization of the injury 
is important if one intends to use local 
measures. These may be of considerable value 
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in many cases. The principles of treatment here 
are rest, protection from stress, local heat, local 
injection, with careful attention to control of 
the resumption of activity since strain has a 
marked tendency to be recurrent in nature. Any 
muscle in the body can be involved in a strain. 
The amount of protection applied must vary 
with the degree of damage so that on the one 
hand all that is necessary is to limit the pa- 
tient’s activity while on the other it may be 
essential to prevent all stresses by immobilza- 
tion either of the patient or the part. 


Sprain 


A sprain may be defined as an injury to a 
ligament resulting from over stress which causes 
some degree of damage to the ligament fibers 
or their attachment. A ligament is a structure 
designed to prevent abnormal motion of a joint 
while permitting normal functional motion. 
Certain ligaments may bind two bones firmly 
together with relatively little motion, such as 
the distal tibiofibular syndesmosis which per- 
mits slight rotary motion of the fibula while 
preventing separaton of the two bones. Other 
ligaments serve to reinforce a joint and permit 
a rather wide excursion of normal motion but 
prevent motion in an abnormal direction. Fun- 
damentally abnormal motion to a degree beyond 
the power of a ligament to withstand it will 
cause a sprain. This is as contrasted with a 
direct blow over a ligament which may cause a 
contusion. As abnormal force is applied the 
ligament becomes tense and then gives way 
either at one or the other of its attachments or 
at some point in the substance of the ligament. 
If the attachment pulls loose with a fragment of 
bone, it is called a “sprain-fracture,” but the 
pathology is essentially the same. The location 
of the damage will depend upon the weakest 
link in the chain of the ligament which may 
be within the ligament itself or at one of its 
attachments, possibly at the site of an area of 
previous damage. The extent of the damage 
depends upon the degree and duration of the 
force. If the abnormal force is arrested or 
terminated promptly, there may be little actual 
functional loss within the ligament and only a 
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few of its fibers may be involved. In this in- 
stance there is localized hematoma formation 
with prompt deposit of fibrin in the hematoma. 
The fibrin is invaded by fibroblasts and as the 
reparative process proceeds the final termina- 
tion is restoration of a normal ligament. If the 
damage is more severe so that there is actually 
more disruption of ligament fibers there may 
be considerable functional loss up to the point 
where the ligament is completely torn. In this 
case the findings will depend upon the location 
of the tear. Ordinarily, repair will be much 
more slow and much less complete and may re- 
sult in scar formation rather than restoration of 
normal ligament. 

For the purpose of this discussion we shall 
divide sprain into three different categories 
according to the severity of the injury. 

Mild Sprain. This is a sprain in which a 
few fibers of a ligament have been torn with 
some resultant hemorrhage into the ligament 
but with no actual functional loss. There is no 
demonstrable diminution in strength of the 
ligament. This is of considerable importance 
from the standpoint of treatment since the 
factor of protection is not important. The liga- 
ment is not weakened. 

Moderate Sprain. A moderate sprain is one 
in which a portion of the ligament is torn and 
some degree of functional loss is present. The 
amount of damage may vary from tearing of a 
relatively small portion of the ligament up to 
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FIGURE 7 Stress x-ray 
of the ankle in which 
there has been separa- 
tion between the tibia 
and talus laterally. This 
dislocation was possi- 
ble only in the pres- 
ence of a defect in the 
lateral collateral! lica- 
ment. 


almost complete avulsion. This is an inclusive 
group which varies markedly in severity, in- 
cluding all those from “mild” with no func- 
tional loss up to those which are “severe” with 
complete functional loss of the ligament. The 
emphasis here must be on protection since one 
may be unable to determine the actual extent 
of the damage. One would not expect wide 
retraction of the torn ligament ends in a mod- 
erate sprain. Union can therefore proceed in 
an orderly manner with replacement of scar 
by ligament during the process of repair. If 
the damage is relatively severe, however, there 
may be considerable scar formation with re- 
sultant weakness in this segment of the liga- 
ment. Obviously, protection here is mandatory 
to promote efficient repair and prevent perma- 
nent weakness. “Once a sprain always a sprain” 
is an euphemism not acceptable in the modern 
concept of therapy. 

Severe Sprain. In severe sprain we predicate 
a complete loss of function of the ligament 
either by tearing it completely away from one 
or the other of its attachments or by pulling it 
apart somewhere within its substance. One must 
presume that there has been wide separation 
of the ligament ends, else the tear would not 
have been complete. Since efficient repair is 
dependent upon apposition of the torn ends of 
the ligament, it becomes vitally important to 
replace the ligament ends in approximation. We 
have been able to show experimentally that if 
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the torn ends of the ligament are placed to- 
gether the tissues heal by ligament fibers which 
in many instances are stronger than the adjacent 
un-damaged ligament. On the other hand liga- 
ments which repair across a gap frequently 
repair by scar which never takes on the char- 
acteristics of normal ligament. 

It can be seen, therefore, that in mild sprain 
treatment is relatively unimportant and is de- 
signed mostly toward prevention of pain; and 
that in moderate sprain the critical factor in 
treatment is protection in order to permit re- 
pair. On the other hand, in severe or complete 
sprain the emphasis must be placed on re-ap- 
position of the ligament ends in order to assure 
a ligament which not only heals in its normal 
length but with its normal strength. It follows 
that diagnostic acumen is of great importance 
in the management of ligament injuries since 
it is important to determine the exact pathology 
present and plan treatment according to the 
pathology rather than according to the patient’s 
progress following injury. 


Dislocation 

Dislocation may be defined as an actual dis- 
placement of the opposing contiguous surfaces 
making up a joint. This of necessity in a normal 
individual presumes loss of function of some 
of the ligament structures of the joint since 
the ligaments are designed to prevent displace- 
ment or abnormal motion. Subluxation is a 
partial dislocation. In acute sprain when the 
ligament finally tears the joint must of necessity 
sublux either by the bone ends slipping on 
themselves or the bone ends separating (Figure 
7). If the force continues until the joint actually 
is disrupted there is a dislocation. This may be 
spontaneously reduced or the bones may lock 
in the dislocated position (Figure 8). In either 
instance loss of function of ligaments must 
be presumed. It is possible to have a chronic 
dislocation without fresh damage to the liga- 
ment. In this case one presupposes that the 
ligament has been previously torn or stretched 
to the point that the joint may dislocate within 
the capacity of the surviving ligament. How- 
ever, in acute dislocation or acute subluxation 
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FIGURE 8 This is' an eversion injury with 
complete dislocation of the talus with rup- 
ture of the medial collateral ligament of 
the ankle and tibiofibular ligaments. If this 
had been spontaneously reduced or had 
been jerked into place by a teammate ini- 
tially, x-ray would have been negative but 
the pathology would have been the same. 


the ligament must tear. This is of considerable 
importance from the standpoint of treatment 
since if one sees an acute dislocation and 
visualizes that there is a complete tear of one 
or more ligaments, one must certainly consider 
very seriously the advisability of surgical re- 
pair. It can be seen that dislocation is simply 
the end result of a severe sprain and should be 
treated as such. This emphasizes the point that 
dislocation should be treated by protection until 
the ligament has healed regardless of the 
method used to secure its repair. For example, 
if a shoulder dislocates it may be reduced either 
by a teammate, the coach or the physician. The 
fact that it remains out of joint, thirty seconds 
or thirty days is no indication as to the extent 
of the ligament damage although it may be of 
vast importance as to the end result. Even if 
the joint dislocates and immediately reduces 
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FIGURE 9 


Typical ''march"' fracture in a young- 
ster without acute injury. At no time was the frac- 
ture line evident in this metatarsal; yet, the cal- 
lous involuted and the bone returned to normal 
within a few months. 


itself, nonetheless there is ligament damage 
and treatment must be designed to further the 
repair of this tear. In certain instances it will 
be advisable to carry out surgical repair. In 
certain others this may not be necessary but 
in any event protection should be carried out 
until the ligament completely heals. This can- 
not be over-emphasized. In all too many in- 
stances the original dislocation is treated in- 
adequately and this leads to subsequent trouble 
in that joint. The dislocated finger which is 
promptly reduced so that the player continues 
to play and goes without medical care and with- 
out splinting of the finger almost inevitably re- 
sults in permanent disability to the joint in- 
volved. Dislocations as a class are vastly under 
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treated and consequently are notorious for poor 
end results. Either a painful, swollen joint with 
restricted motion or a weak relaxed joint with 
recurrent dislocation is often the result of a 
non-protected dislocation. It requires a mini- 
mum of three weeks for a ligament to repair 
even under optimum circumstances. 


Fractures 


There is nothing particularly unique in the 
treatment of fractures of the athlete. The gen- 
eral principles previously mentioned must be 
constantly borne in mind, for while one should 
always attempt to get the best result in the 
quickest time with a minimum of interference 
with activity this becomes particularly pertinent 
in the athlete. By and large, a definite fracture 
is usually well treated since the injury is severe 
enough that it becomes manifest. The use of 
X-ray examination is so universal now that the 
ordinary fracture is recognized early and once 
the diagnosis is made, adequate treatment may 
be expected. 

There are certain exceptions to this. I would 
like to mention specifically fracture of the 
navicular at the wrist, “march” type fracture of 
the metatarsals, (Figure 9) “fatigue” (Figure 
10) fracture of the fibula. These conditions are 
all too frequently overlooked because the im- 
mediate symptoms may be rather chronic in 
nature. Invaluable time is lost while the athlete 
“cripples around” believing he has a strain or 
a sprain. The ideal time for treatment is fre- 
quently past by the time the condition is recog- 
nized. 

Another type of fracture which may easily 
be overlooked is the avulsion fracture. The 
athlete is subject to sudden spurts of violent 
activity which may well forcibly avulse a frag- 
ment of bone either at a tendon, a ligament or 
a muscle attachment. These conditions are 
primarily muscle or tendon injuries the bone 
fragment being incidental. Their treatment 
should be that of the primary condition. Neglect 
or oversight may cause long periods of chronic 
disability. This is particularly true since these 
fractures are very prone to calcification or ossi- 
fication of the accompanying hematoma. 
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FIGURE 10 


Classical “fatigue” fracture of the upper fibula. On the left the x-ray showing 


no defect even on the original film; in the center fresh callous with fracture line showing 
up; to the right the healed fracture. These lesions must not be overlooked nor must they be 


mistaken for bone tumor, 


Diagnosis should be made promptly and 
definitively in the treatment of fractures. Since 
these patients are in good health and in splendid 
physical condition one may almost always use 
the best method of treatment of the fracture 
without that compromise because of the pa- 
tient’s general condition which is so often neces- 
sary in regular practice. Hence, we are more 
prone to carry out open reduction of the vari- 
ous fractures where indicated, not only because 
the general condition of the patient will permit 
it but because by firm internal fixation we are 
ofttimes able to start rehabilitation at once. We 
may even be able to entirely avoid external 
fixation involving the adjacent joints. It should 
be recalled that it is extremely important to 
maintain the athlete in good physical condition 
if he intends to resume his athletic activity in 
the near future. If we presume in a certain 
fracture that the patient may be able to resume 
athletic activity in four weeks, he would be 
wholly unable to do this if he had not in the 
meantime continued his rigorous training. A 
minimal fracture of a malleolus, for example, 
without displacement may require fixation in a 
cast for four weeks. Throughout this period of 
time the patient should be actively exercising 
his opposite extremity and his upper extrem- 
ities. He should keep up exercises vigorous 
enough to maintain his endurance to some ex- 
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tent and keep on his training diet in order to 
avoid gaining weight. It is important also that 
the muscles of the involved extremity should 
be actively exercised. In this instance the boot 
cast itself can serve as a weight to permit ex- 
ercise of the quadriceps, hamstrings, hip, ab- 
domen and back. It is not so commonly recog- 
nized that by isotonic contractions of the 
muscles within the cast he may also keep the 
muscles of the lower leg and foot in tone. 

Again, depending upon the location of the 
fracture, it may be possible to apply protective 
splints or a protective dressing in such a way 
that he can resume competition. With judicious 
application of proper equipment, participation 
even in football may be permitted. 

It can be seen that the whole success of 
such a program depends upon prompt, defini- 
tive diagnosis so that healing may progress 
rapidly and efficiently. Adequate protection 
must be maintained to minimize irritation at 
the fracture line which may result in over- 
calcification or delayed union. A prompt re- 
turn to athletic competition will be hastened by 
early diagnosis, accurate re-position, firm fix- 
ation, either internal or external, continuing 
rehabilitation, and protective dressing. The doc- 
tor who is capable of treating fractures should 
have sufficient ingenuity to devise a specific 
program for each definite condition. 
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The physician will find a great deal of grati- 
fication in the treatment of athletes. They are 
young and healthy and anxious to get well and 
will accept almost any reasonable measure to- 
ward this end. This places a direct responsibil- 
ity upon the physician who accepts the re- 
sponsibility of treating this type of condition 


Conclusion 


and he should indeed give very best effort, 
remembering always that his there must be no 
compromise which will interfere with a com- 
plete recovery in a given injury with no perma- 
nent disability. 


O’Donoghue Orthopedic Clinic 
1111 North Lee Street 


SENSITIVITY REACTIONS TO BENZATHINE PENICILLIN 


“In two studies designed to determine the rate of sensi- 
tivity reaction to both a single injection and a repeated 
injection at twenty-eight days of 1,200,000 units of benza- 
thine penicillin, serum sickness occurred in about 2 per cent 
of 614 men after a single injection and in only 1 man of 
332 receiving a second injection. Sterile saline solution was 
administered to a control group of men in the second study, 
who were followed in the same manner as those receiving 
benzathine penicillin. Serum sickness, urticaria and pain 
at the injection site could be attributed to penicillin, but a 
maculopapular rash, arthralgia, pruritus and feverishness 
occurred with equal frequency in the penicillin and saline 
groups. 

Since the reported reaction rates to lower doses of benza- 
thine penicillin are less than those to doses of 1,200,000 
units as shown in this study, it is suggested that mass strep- 
tococcal-prophylaxis programs should not use the 1 ,200,000- 
unit dose of benzathine penicillin.” 


STANLEY H. BERNSTEIN, AND HAROLD B. HOUSER. 
The New Eng. J. of Med. (1959) Vol. 260, No. 15, P. 750 
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F ootball has long been a valued 
segment of the sports heritage which has be- 
come an integral part of the American way of 
life. Educators and physicians alike, although 
divided on some issues, agree that a properly 
planned and controlled sports program has 
definite educational, physical and social values. 
Such a program not only builds strong, healthy, 
coordinated bodies, but also stimulates the de- 
sire for competition so essential for progress, 
aids in socialization through the necessity for 
teamwork and cooperation, brings out qualities 
of self-motivation, pride of achievement, emo- 
tional stability, and reduces juvenile delin- 
quency. Be that as it may, the concern of many 
of us is that permanent injury may follow the 
rigors of this vigorous body contact sport. As 
physicians our major objectives lie in the pre- 
vention of injury, treatment of such when it 
does occur, and early rehabilitation of the in- 
jured athlete. In the last instance the attitude 
of the physician is important for without con- 
fidence in him the injured player will not co- 
operate and submit to the technical aspects of 
adequate treatment, or he may hide an injury 
for fear of being eliminated from his chosen 
sport. The goal must be full recovery so that 


DONALD B. SLOCUM, M. D. 
Eugene, Oregon 
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Treatment of Football Injuries 


the player may return to participation with 
safety; if this cannot be accomplished a little 
time may be well spent explaining the medical 
reasons for restriction from the game. Without 
comprehension of these reasons the teenage 
and pre-teenage athlete can scarcely understand 
why early, adequate and thorough treatment 
offers the quickest route to recovery and return 
to competition. 

The first step in athletic safety is to ensure 
physical fitness through the pre-participation 
physical examination. This serves to determine 
those physically qualified for play, eliminates 
the unfit, and segregates those who need medi- 
cal treatment either to raise the physical level 
to a point which will permit participation or to 
improve performance. The prospective athlete 
is first graded into categories of body build, 
strength and physical maturity. This is particu- 
larly important in the pre- and early teenage 
groups where matching of opponents is essen- 
tial if injury to growing tissues is to be avoided. 
For instance, the twelve-year-old child may 
vary in physical maturity between the physio- 
logical ages of nine and fifteen. This does not 
necessarily apply to body size alone but is 
primarily concerned with musculoskeletal de- 


velopment and coordination. Fortunately there 
is a fairly good correlation between somatotype, 
muscular strength, physical maturity and ath- 
letic performance which naturally segregates 
the more advanced physical types into the better 
teams. The big, fat, slow boy (the endomorph) 
and the thin, gangly, elongated one (the ecto- 
morph) will almost routinely be more im- 
mature, weaker, and less coordinated than the 
muscular well-developed “athletic type” (meso- 
morph and meso-endomorph). Muscular 
strength can usually be evaluated by gross test- 
ing, although specific strength tests give more 
reliable information. Physical maturity can usu- 
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ally be judged by general body development, 
the appearance of pubic hair, etc., but in cases 
of doubt x-ray of the wrist for skeletal bone- 
age (which parallels physical maturity) will be 
of value. The obvious import of such tests is 
to avoid mismatching of opponents. When this 
is done, examination by systems of the various 
parts of the body is carried out. The physi- 
cians should always bear in mind that it is just 
as important to the individual to determine 
those physical defects with which the athlete 
may safely compete as those which would elimi- 
nate him. The psychic trauma which may oc- 
cur when the stamp of “cripple” is placed on 
a boy may have a major impact on his future, 
whether it be on the basis of musculoskeletal, 
cardiac, or other defects. For example, a func- 
tional heart murmur or orthopaedic defect may 
have little other than a diagnostic significance 
and to eliminate a boy on this basis would be 
unjust. Amongst the non-disabling conditions 
which are correctable, posture and flexibility 
should receive particular note, since they play 
a significant role in body movement and sus- 
ceptibility to injury. 

Although the physician has little actual con- 
trol of other factors pre-disposing to injury, 
such as training, conditioning, knowledge of 
game skills, and protective equipment, it is im- 
portant that he have the basic information as 
to when, where, how and to whom football in- 
juries occur. This is well brought out by a re- 
cent study by Krause who compared injuries 
sustained in Oregon High Schools in 1955 with 
similar studies by Van Brocklin in 1948 and 
Lillie in 1939. Although the basis of injury 
varied somewhat in the three studies, because 
of better protective equipment and changing 
game techniques (trap blocking, etc.) the in- 
cidence and type of trauma has remained rela- 
tively constant over a period of years. He found 
that the halfback position was most hazardous 
and accounted for 26.27% of injuries and that 
the quarterback and center positions were saf- 
est. Blocking was the single greatest cause of 
injury. More injuries were likely to occur in 
smaller schools, in larger squads, in games (as 
contrasted to practice) in the last half hour of 
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two hour practice sessions, and in the first 
(12.5% ) and third (15.6% quarters of games. 
Knee (11.3% ) and ankle (7.3% ) sprains have 
retained the lead in incidence throughout the 
years. 

Since ligamentous traumata of the knee and 
ankle present the largest single group of serious 
injuries in football, the present discussion will 
be limited to this phase. Unlike fractures where 
therapy is well standardized and generally ef- 
ficient, or contusions in which recovery with 
minimal disability is the rule, ligamentous 
trauma is all too often regarded as minor in 
nature and worthy only of palliative or expec- 
tant care. The old adage that a “sprain is 
worse than a fracture” should be altered to 
read “a sprain treated ineffectually or not at all 
is often worse than a well treated fracture.” The 
genesis of the “laissez faire” attitude at first lay 
in a failure to understand the nature of liga- 
mentous injury, its pathology, and the basic 
requirements for healing and repair. The sys- 
tem of nomenclature did not effectively describe 
the functional state of the involved joint at and 
following injury. With the development of 
definitive surgery, it became apparent that the 
extent of ligamentous injury may vary from a 
simple sprain without loss of strength or in- 
stability of the joint, to complete dislocation. 
To categorize these clinical types, a classifica- 
tion embracing a visual concept of the patho- 
logical anatomy better serves the clinician in 
orienting his concepts of treatment than one 
which deals with the degree of damage to the 
ligament alone. The requirements of such a 
classification are that it must be simple enough 
to be understood by physican, coach, trainer, 
and participant, that it must use accepted medi- 
cal terminology and that it must eliminate the 
connotation that ligamentous injuries are “just 
sprains” for this implies lack of seriousness, 
early return to participation, and palliative 
treatment only. By definition, a sprain is a par- 
tial or complete ligamentous tear resulting from 
a subluxation of the joint as it is forced beyond 
its normal range of motion. One extreme of this 
situation is dislocation where ligamentous tear 
is so extensive that the contiguous joint sur- 


MEDICAL TIMES 


) 
. 


DEFINITION 


TERM SYNONYM 


Sprain 


Simple Sprain 


Incomplete Moderate Sprain 


Ligament Tear 


Subluxation Severe Sprain 


Dislocation Dislocation 


A stretch injury of a ligament without loss of strength or joint stability. 


A stretch injury with a partial ligamentous tear permitting loss of strength 
and joint stability in one segment of the range of joint motion only. 


A stretch injury with a complete ligamentous tear permitting instability 
throughout the range of joint motion protected from abnormal motion by 
the torn ligament. 


A stretch injury with a wide ligamentous tear permitting complete dis- 
placement of the joint. 


faces are completely displaced; the other, a 
simple sprain without loss of ligamentous 
strength or continuity. It has not been general 
practice to designate dislocations as primarily 
ligamentous injuries (together with associated 
tears of the joint capsule and synovia) but 
rather to categorize the displacement as the 
essential factor and to consider the residual ab- 
normal mobility of the joint as an unavoidable 
sequela. The essential difference between dis- 
location and subluxation is simply one of de- 
gree: It is the extent of trauma to ligamentous 
and associated structures which determines 
whether the ligament remains intact, is partially 
torn, completely torn, or widely torn to the ex- 
tent that joint dislocation occurs: and in direct 
corollary to the extent of ligamentous damage 
is the degree of joint stability which may be 
complete, may be unstable in one segment of 
the range of motion only (partial ligamentous 
tears), unstable throughout the range of mo- 
tion (complete tears), or may be completely 
unstable so that the joint will actually luxate. 

Since the clinical course is dependent upon 
the degree of joint displacement at the time of 
injury, the writer prefers the above classifica- 
tion which implies both the mechanism and the 
residual instability of the joint. 

The function of ligaments and related struc- 
tures and their response to traur ‘a should be 
understood before discussing ;eatment. A 
ligament is primarily construct:d to provide 
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stability and restrict motion of those planes of 
movement for which the joint has been de- 
signed. It is composed of dense, relatively 
acellular, collagenous fibers arranged in parallel 
longitudinal bundles according to lines of ten- 
sion. While it is flexible, it has very little elas- 
ticity so that when it is stretched unduly it will 
either tear in its continuity, be avulsed from 
its moorings to bone, or the ligamentous attach- 
ments may not yield but the bone itself may 
give way so that a sprain-fracture results. When 
a ligament is torn obliquely the sides of the liga- 
ment draw toward their attachments but remain 
in contact due to the nature of the tear and 
heal with elongation; such a ligament has lost 
its normal restrictive function. When the tear 
is transverse, the frayed ends of the ligament 
lose contact and a gap remains which must be 
bridged with scar tissue. This probably occurs 
when the ligament is torn within the elastic 
areolar covering which grips the lax ends and 
prevents them from falling back in place when 
the joint resumes normal position. If the liga- 
ment is allowed to heal with scar tissue bridg- 
ing the gap, not only will it be elongated and 
weakened because scar tissue has little tensile 
strength, but its mobility is also likely to be 
impaired by cicatrix. /t is self evident that there 
is definite fallacy in the assumption that bony 
alignment is an indication of normal liga- 
mentous apposition. Immediate surgical re- 
placement of the ligament without tension is 
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A GUIDE TO DIAGNOSIS OF LIGAMENTOUS INJURIES OF THE KNEE AND ANKLE 


SIGNS AND SYMPTOMS 


Pathology 


Disability 


Tenderness 
1. Degree 
2. Location 


Pain on normal 
motion (early) 


Pain on stretch of 
involved ligamentous 


Ligamentous relaxation 
(abnormal motion) 


MILD SPRAIN 


Tear of a_ few 
ligamentous 
fibers only; no loss 
of strength 


Site of tear 


(—) 


None; 
Ligament 
intact 


INCOMPLETE 
LIGAMENT TEARS 


Partial tear of lig- 
ament (varies in 
extent from minor 
to major); definite 
loss of strength 


+t © +++ 


++ to +++ 


Same 


(—) 


Moderate 


In one portion of 
range of motion 
only (i.e., in knee 
at 180° none; at 
135° varies with 
extent of tear) 


Normal or sprain 
fracture; may show 
subluxation on 
stress X-ray 


SUBLUXATION 


Complete tear of 
ligament with sub- 
luxation; often 
sprain fractures at 
ligamentous at- 
tachments 


++4++ 


Complete 


Normal or sprain 
fracture; subluxa- 
tion on stress x-ray 
(use anesthesia if 


DISLOCATION 


Complete tear with 
joint displacement; 
often accotnpanied 
by fracture 


Cannot be carried 
out due to pain 


Complete 


Dislocation with or 
without fracture 


necessary in knee 
or ankle) 


easy because of the inelastic nature of the tis- 
sue, but in seven to ten days the retracted liga- 
ment shrinks and the tissue becomes edematous 
and friable. This limits the opportunity for op- 
timal surgical repair to the early post-injury 
period. 

The joint capsule serves a somewhat differ- 
ent function. Rather than limiting abnormal 
motion it exerts a check-rein action to move- 
ment beyond the extremes of normal motion. 
Tears occur in the capsule when the restrain- 
ing action of ligaments is no longer present and 
the full brunt of the traumatizing force is 
brought to bear upon it; capsular tears vary 
in extent relative to the amount of ligamentous 
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injury. Synovial rupture occurs following more 
severe capsular tears. 

In football, the knee and ankle receive the 
greater share of ligamentous injuries. Treatment 
is based on the pathologic sequence of events 
following injury: 

(1) Rupture of the ligament. 

(2) Bleeding from torn blood vessels (intra- 
or extra-articular). 

(3) Hematoma formation. 

(4) Absorption of hematoma, and 

(5) Healing by scar tissue varying in amount 
with the hematoma. The goal of treatment is 
to obtain complete rehabilitation of the 
athlete. 
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A GUIDE TO THE TREATMENT OF LIGAMENTOUS INJURIES OF THE KNEE AND ANKLE 


Control of Bleeding 


Release of Vascular 
Spasm 


Absorption of 
Hematoma 


Control of Edema 


Aspiration of Joints 


Surgical Repair 
Ligaments 


Immobilization 


Convalescent Treatment 


MILD SPRAIN 


. Ice early 
. Pressure 


rubber 
. Immobilization 


. Procaine 
injection 

. Ethyl Chloride 
spray (avoid 
frostbite ) 


. Hyaluronidase 
injection 

. Fibrolytic enzy- 
mes: Trypsin, 
Chymotrypsin, 
Streptokinase, 
Streptodornase 

. Massage 


. Pressure dressing 


. Pressure 
dressing 

.Elevation not 
required 


. Usually not 
necessary 


No 


1. Strapping to 
prevent reinjury; 
early ambulation 
(ankle) or mo- 
bilization 


. Heat 

. Massage 

. Mobilization 

. Progressive re- 
sistive exercises 

. Adhesive 
strapping 
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dress- 
ing with sponge 


INCOMPLETE 
LIGAMENT TEARS 


1. Ice early 
2. Same 


SUBLUXATION 


. Ice early 
. Same 


3. Same . Same 


1. Procaine inject- 
tion in lesser tears 


. Massage in 
lesser tears 
. Same 


. Same 


. Elevation . Elevation 


1. As necessary 1. As necessary 


In more severe 
partial tears 


1. Plaster splint 
with 
compression 


2. Walking cast 
after swelling 
subsided until 
healing 


Same 


DISLOCATION 


1. Ice early 
2. Same 


3. Same 

4. Anatomic reduc- 
tion of disloca- 
tion and frac- 
tures 


1. As indicated 


2. Same 


3.—— 


4. Same 


1. Where 
applicable 

2. Elevation where 
applicable 


1. As necessary 


Ft 
! 
2 2 
hii 
1. Same 1. Same 
2 2. Same 2. Same ; 
3 3.—— 
4. Same 
2 
1. Same 1. Same 
2. Same 2. Same 
> 
3 
4 
5 
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In dealing with the ligament the treatment 
has three purposes: 

(1) To restore the ligament to normal 
strength. 

(2) To prevent healing in an elongated posi- 
tion. 

(3) And to preserve ligamentous mobility to 
insure free joint movement. 

In a simple sprain where the length and 
strength of the ligament is unimpaired, the 
problem is simply one of eliminating hemor- 
rhage and edema, providing transitory rest to 
the joint to permit healing, protecting it against 
re-injury by protective strapping, mobilizing 
the joint, and strengthening the supporting 
muscles. The patient with the simple sprain 
is incapacitated for only a few days before 
return to competition, and the principal 
problem is to prevent further injury which 
may result from lack of normal use of the 
joint. 

In a complete subluxation of the knee or 
ankle, the restoration of bony alignment and 
cast immobilization will not re-establish the 
length and strength of the ligament. Here the 
indication is clear-cut: re-establish the liga- 
ment through surgery or be faced with a per- 
manently relaxed and weakened ligament and 
an unstable joint. Since surgical repair may be 
done easily in the first ten days following in- 
jury with excellent results in the hands of skilled 
surgeons, and since the results of later surgery 
or reconstruction are progressively poorer with 
each successive lapse of time, it is essential that 
the diagnosis and decision for surgery be made 
early. The “wait and see” attitude has no place 
in treatment for it can only mean acceptance of 
avoidable disability. An athlete with an un- 
stable knee or ankle is rarely able to return to 
running or contact sports. 

Dislocation or fracture dislocation is merely 
a more extensive form of subluxation and, like 
it, demands early reconstruction for the pre- 
dicament of the ligaments is no different than 
that in subluxation but is simply complicated 
by fracture and extensive capsular damage. 

It is the incomplete ligament tear with par- 
tial subluxation that offers the clinician the 
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greatest challenge, for here one portion of the 
ligament remains in continuity while the other 
is subjected to a tear of varying degree. One 
must not fall into the diagnostic trap of ex- 
amining the joint in one position only, for if the 
section of the ligament protecting this position 
is in continuity there will appear to be no dam- 
age. For instance, if the tibial collateral 
(medial) ligament of the knee is examined in 
extension and the posterior portion of the liga- 
ment is intact, no relaxation will be demon- 
strated on forced valgus; on the other hand, if 
the anterior portion of the ligament has been 
torn this same knee, when placed in 35° to 40° 
of flexion will demonstrate abnormal medial 
motion. Since the knee is most commonly in- 
jured in flexion, this latter test assumes great 
importance. The choice of treatment actually 
depends on the extent of the ligamentous dam- 
age. If slight, as demonstrated by minimal 
abnormal mobility, cast immobilization from 
four to six weeks will be adequate; if severe, 
ligamentous repair should be carried out. I 
know of no way other than experience to select 
the type of treatment for moderately severe 
partial tears. Clinical judgment remains the 
guide in selecting the method of obtaining 
ligamentous apposition and if there is a doubt 
one should err on the side of perfection rather 
than expediency. 

Post-traumatic swelling may arise either from 
hemorrhage or edema. Bleeding from torn 
vessels is usually responsible for rapid early 
swelling, while reactionary edema_ usually 
follows several hours to several days later. Re- 
gardless of its origin, swelling must be con- 
trolled for if it is not, excessive scar tissue will 
follow in its wake and may restrict joint mo- 
tion; in the first instance through the organiza- 
tion of the hematoma and, in the latter, by the 
diffuse interstitial fibrosis which follows chronic 
waterlogging of tissues. 

In the immediate post-injury period swelling 
is controlled by a temporary bandage and the 
use of ice water. Cold will cause temporary 
vasoconstriction and minimize bleeding into 
the tissues. The time limits of its effectiveness 
for this purpose is about twenty to thirty 
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minutes; following this, a reactionary vasodila- 
tation occurs as the body attempts to counter- 
act the reduced skin temperature. The sub- 
sequent value of cold is therefore based on its 
well known sedative effect which often provides 
considerable comfort to the patient. The next 
step is the application of the pressure dressing. 
Cotton or sheet wadding may be used about the 
joint, extending well above and below. Sponge 
rubber is used for additional compression and 
is placed over the sites of hematomata and the 
natural hollows about the joint which might be 
spanned rather than compressed when the cov- 
ering elastic bandage is applied. Such hollows 
are found at the sides of the patella in the knee 
and about the malleoli in the ankle. 

Once a hematoma has formed every effort 
should be made to hasten its absorption. If 
healing occurs through organization of a large 
clot, residual scarring is excessive and may en- 
cumber joint and soft tissue mobility. While 
diffusion of the hematoma by a sponge rubber 
pressure dressing is the most effective method, 
massage has a valued place in the armamen- 
tarium of treatment in instances where im- 
mobilization is not required. It should only be 
undertaken after bleeding is controlled and 
then should start at the proximal edge of the 
area and work the tissue fluids toward the 
trunk. The efficiency of this method is greatest 
when carried out several times daily rather than 
two or three times a week, which is little 
more than palliative trea‘ment. The use of tryp- 
sin, chymotrypsin, and streptokinase ard strep- 
todornase may also hasten the absorption of 
the hematomata and edema. The efficiency of 


The most important aspects of football in- 
juries is prevention by matching of opponents, 
proper training and conditioning, knowledge of 
game skills and elimination of the physically 
unfit or injured player. 

Of those injuries which result, ligamentous 
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Summary 


these drugs is variable: in the author's experi- 
ence it has proven dramatically effective in 
some instances, has appeared to hasten de- 
crease in swelling in many cases, but in 
about a quarter of the cases has had little 
or no effect. 

Aspiration of joints is carried out for diag- 
nosis, to aid in the application of pressure 
dressings, and to increase healing and prevent 
intra-articular damage. In the initial stages 
aspiration is often necessary to relieve the 
pressure within a joint so that pain may be 
relieved and examination may be carried out 
throughout a wider range of motion than other- 
wise possible. The presence of blood within a 
joint is indicative of synovial or capsular dam- 
age. This is of prognostic value as well as be- 
ing a therapeutic guide. Intra-articular swelling 
is a barrier to the application of pressure dress- 
ings since a swollen joint will not permit the 
pain caused by the increased tension resulting 
from their application. 

A word might be said of the use of procaine 
derivatives. They are used in minor sprains to 
relieve pain and release vascular spasm, and 
thus allow earlier mobilization of the joint. In 
incomplete ligament tears and subluxation it is 
also of value in diagnosis since the ablation of 
pain will permit examination to be carried out 
more readily and will often be adequate for 
the taking of stress x-rays in the knee and ankle 
to determine the extent of abnormal mobility. 
They should never be used to “keep a player 
in the game” in which he would not otherwise 
be able to compete since this invites further 
injury and morbidity. 


injuries of the knee and ankle are most com- 
monly the ones which remain undiagnosed or 
inadequately treated. Classification based on 
an understanding of the pathologic anatomy 
will go far to guide the team physician in his 
choice of treatment. 
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The Treatment of Acute 
Football Injuries 


Enriching to all physicians can be the 
responsibility for our athletes’ health. 
This is true from many aspects. The 
physician, by careful observation, will be 
retaught the basic importance of anatomy, 
pathology, physical diagnosis, healing 
processes, rehabilitation, and logical 
treatment. 


As physicians are familiar with 
the basic pathology of muscle contusion and 
strain, ligament rupture and sprain, disloca- 
tion of joints, and fracture of bones. The basic 
pathology is similar, differing in accordance 
with the forces applied and the tissues affected. 
There is disruption of tissue, hemorrhage, 
edema, and general swelling. 

As, at the time of injury, there is marked 
vascularity of the part because of strenuous 
activity, the initial reaction is exaggerated as 
compared to the reaction of similar injury to 
similar tissues at rest. Hence, rest for the part, 
compression, and cold are the logical means 
of immediate control of this initial reaction. 
The effects of these simple measures are 
familiar. 

Following fast upon this initial reaction, 
which may last for a few hours to a few days, 
the simple inflammatory process of healing 
occurs. This is enhanced by continued rest— 
to decrease the extra work of the local tissues, 
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JOSEPH H. RENO, M.D. 
Bethlehem, Pennsylvania 


by mild compression—to control edema and 
sluggish venous return, and by mild heat—to 
encourage active circulation. Do you not 
remember the description of “active” and 
“passive” congestion? 

Nature has given us a reliable guide to the 
care of injuries—pain. Anything that produces 
or increases discomfort is doing harm—at 
least at this stage. Pain is caused by mechanical 
forces—the original insult; inadequate rest for 
the part, too much distention of a joint, too 
tight a bandage, too early activity and use. It 
is also caused by chemical irritants—necrotic 
tissue debris, and by over-stimulation of 
metabolic processes—too intense a heat appli- 
cation. 

Hence a muscle strain or contusion, a liga- 
ment sprain or rupture, a joint sprain or dis- 
location (and, since ligaments help maintain 
joint integrity a mild sprain of a ligament 
must be accompanied by at least a momentary 
minimal subluxation), a bone contusion or 
fracture, are all treated the same initially. 
Put the part at rest—in the case of dislocation 
and fracture by reduction and immobilization. 
Refrigerate it and compress it. Pain is your 
guide. 

Dr. Reno is Consulting Orthopedist 
Intercollegiate Athletics, Lehigh University, Bethlehem 


Department of 


Pennsylvania. 
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A “working diagnosis” must be made im- 
mediately. This is based upon a history, at 
least a local physical examination, and by 
x-ray examination when indicated. 

The important facts in the history are: the 
mechanism of incurrence; the initial site of 
pain, when it was first noted, its severity and 
the incapacity imposed, the development and 
spread of pain, the character of immediate 
and later swelling and disability. A history of 
previous similar injuries should be sought. 

Examination of the injured part must be 
complete. Inspection at rest and under gentle 
use, if possible, followed by palpation is per- 
formed. Then, if the injury permits, one puts 
the part under gentle stress by maneuvers 
designed to test the various structures. 

Adequate indicated x-ray examination, not 
fluoroscopy, permits one to have a free mind 
that all possible means of initial investigation 
have been exhausted. X-rays are a means only 
of confirming or denying a tentative diagnosis. 

The initial diagnosis may require change 
days or even weeks later. New developments 
and manifestations, response to treatment, and 
residual disability will indicate this. In the great 
majority of instances it is wise, initially, to 
“over-investigate and under-treat.” 

The great majority of football injuries can 
be easily diagnosed and often in a few 
moments. A brief story by the patient as to 
“what happened,” a glance, a “feel,” a “test,” 
and the diagnosis is made. Treatment then 
follows automatically. 

Dislocated interphalangeal joints of the fin- 
gers are usually easily reduced by direct trac- 
tion. A glance evaluates the deformity, gentle 
and then firm palpation of the phalanges in- 
dividually eliminates gross fracture as well as 
deformity of the bone, and a steady pull usually 
effects reduction. The injured finger is strapped 
to its best fitting and functioning companion. 
No harm will result if play continues with this 
protection. This type of strapping is continued 
for the next several weeks. The collateral liga- 
ments will remain thickened the remainder of 
the season and even permanently to a slight 


degree. 


Knuckle joints are seldom dislocated, except 
in the thumb, when the proximal phalanx usu- 
ally rests upon the dorsum of the metacarpal. 
If not attacked early, reduction may require 
surgery even if the head of the metacarpal is 
not “buttoned” through a “hole” in the flexor 
tendons. Following reduction by either method, 
three weeks or more of protection with the 
thumb held in the palm is desirable. After this 
time, it may be used if strapped to the side of 
the palm. And, after this or repeated “jam- 
ming” of the thumb and spraining of the carpo- 
metacarpal or metacarpo-phalangeal joint, the 
protection of a figure-of-eight adhesive spica 
about the thumb and wrist is wise. 

Fractures of the hand are infrequent and are 
usually of the metacarpals. They occur both 
transversely at the neck of the fifth and fourth 
metacarpals as well as the long oblique frac- 
tures in the various shafts. Direct violence com- 
monly produces a transverse fracture. These 
are usually reduced easily under local anesthe- 
sia and commonly reduction is maintained by 
traction, appropriate cast or splint, or by an 
intramedullary wire of suitable size to fill up 
the medullary canal. About four weeks of fix- 
ation is required. Two or four more weeks of 
cautious use is necessary before union has re- 
gained sufficient strength for the violence of 
playing football. Thus, a patient with a frac- 
tured hand is commonly out of action for the 
remainder of the season unless some means can 
be devised to use the hand with considerable 
protection in this player’s particular job. 

The sprained wrist may turn out to be a frac- 
tured navicular, as disclosed by x-rays im- 
mediately or several weeks after injury. This 
subject has been repeatedly discussed and it 
would be well for all team physicians to remem- 
ber to x-ray wrists which require repeated 
strappings, particularly when tenderness is 
found in the region of the carpal navicular. 

The dislocated elbow and shoulder joint may 
well be reduced immediately, on the playing 
field but better on the sideline, by the physician 
or a competent trainer. However, once muscle 
spasm and ligament edema begins, reduction 
under general anesthesia is necessary. 
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The skilled examiner can detect gross dislo- 
cation by palpation alone. This can be done, 
with experience, with the patient’s uniform in 
place, and reduction carried out forthwith be- 
fore reflex muscle spasm makes it more difficult. 
Gentleness is the important factor to be ob- 
served; considerable force gently applied may 
be necessary and it should be well-controlled. 

For the elbow, the patient lies on the well 
side, the upper arm extended towards the sky. 
The physician or trainer sits behind the patient, 
clasps his fingers about the arm with the two 
thumbs on the posteriorly displaced olecranon 
to push it into place, and the fingers interlaced 
over the anterior aspect of the joint. Skyward 
and sometimes sidewise pressure on the ole- 
cranon by the thumbs is used as the weight of 
the forearm distracts the joint by being flexed 
over the bulk of the clasped fingers. This is in- 
creased by a slight “bobbing” motion produced 
by alternately pressing upward with the fingers 
and thumbs, so that some gentle traction is 
thus exerted. 

With the patient in a similar position, the 
dislocated shoulder can easily be reduced. Gen- 
erally, the trainer stands upon his feet, strad- 
dling the player, flexes his knees slightly, and 
grasps the patient’s internally rotated and ab- 
ducted arm just below the flexed elbow and 
gently lifts the player off the ground. If the 
injured one can relax sufficiently, and the 
arm gently abducted until it is slightly ele- 
vated, reduction is usually easily obtained. In 
this way, the patient’s weight provides the 
traction and the dislocated humerus is “gentled” 
into place. Slight rotation and change of line 
of traction is occasionally needed to effect 
reduction. The time-honored and efficient foot- 
in-armpit method is mighty useful. Remem- 
ber to keep the forces, however great, well 
controlled and exerted with slowness and 


gentleness. 
Both of these dislocations are of course 
x-rayed immediately following reduction, 


whether performed on the field or with the aid 
of general anesthesia. Immobilization is then 
effected for anywhere from four to six weeks 
by Velpeau or sling-and-swathe bandaging. 
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A “shoulder separation” is a strain or dis- 
ruption of the acromioclavicular joint. Pain and 
tenderness is localized to it, and deformity is 
best elicited by permitting the weight of the arm 
to hang limply while the patient is erect. Ex- 
cessive mobility is present. Thus, one can judge 
whether to follow conservative or operative 
methods—each requires protection for the first 
three weeks of primary repair and cautious use 
for another three weeks before the joint may be 
placed under stress. For conservative care and 
postoperative protection, it is well to remember 
the ancient Boehler type body jacket with in- 
corporated axillary crutch and over-the- 
shoulder strap. This elevates the scapula and 
depresses the clavicle. 

For disruption of the joint, operative repair 
of the completely separated coracoclavicular 
ligaments is indicated and the surgeon will use 
his favored method. The diagnosis can be made 
on the field thusly: A hand is thrust under the 
shoulder pads, passed along the clavicle to the 
point of tenderness. Assuming there is none 
along the bone, one feels the acromioclavicular 
joint and beyond—if the lateral edge of the 
acromion is prominent, it is likely a disloca- 
tion of the shoulder. The acromioclavicular 
joint is tested by putting traction on the limb 
while the fingers palpate the joint. 

A rather common injury to the upper arm 
is a contusion or “Charley-horse” of the lateral 
head of the triceps muscle or of the brachialis 
muscle. A myositis ossificans often develops 
here and for this, no particular treatment is 
necessary. For the inflamed and bruised muscle, 
protection by suitable padding, regular applica- 
tions of moderate heat, and use within the 
limits of discomfort are all the items needed in 
the form of treatment. Massage and other 
aggressive treatments are contraindicated. In 
general, the “Charley-horse” of the arm is 
treated the same as that of the thigh and no 
particular measures other than protection are 
indicated. 

As with most contusions and sprains of 
muscle attachments, these occasionally occur 
either with direct or indirect violence to the 
rotator cuff of the shoulder and in this, again, 
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complete rest is all the treatment indicated. If 
one can enforce it, the ideal position of treat- 
ment for a sprained attachment of the supra- 
spinatus tendon is abduction. If one can induce 
the patient to wear an airplane splint, or place 
his arm in a cast for this purpose, such com- 
plete rest for a period of two weeks will bring 
about considerable improvement and may well 
permit complete use thereafter. Local Hydro- 
cortone® instillation is a valuable adjunct. For 
shoulders, whether sprained or directly injured, 
x-rays are indicated to eliminate minor fracture 
or avulsion of bone, and also for calcific de- 
posits. 

A safe rule for ail injuries that do not respond 
well to a few days of conservative treatment, is 
to x-ray again. 

Following recovery from the effects of all in- 
juries to the elbow or shoulder, progressive 
resistance exercises for the important specific 
muscles involved should be practiced. Elbow 
flexors and extensors should be rehabilitated 
so they can each move twenty-five to thirty- 
five pounds against gravity for ten excursions; 
shoulder abductors can be “built-up” to lift 
fifteen pounds or more. 

Obviously, fractures are treated as indicated. 
Splinting immediately is of prime importance. 
Definite treatment follows one’s usual plan. 
Fractures and dislocations of the toes are 
treated similarly as injuries in the hand. The 
use of a metatarsal bar, placed under and not 
behind the ball of the foot, allows walking as 
the foot “rocks” over the elevation without 
bending or stressing the toes. Removing the 
front cleat on a football shoe accomplishes the 
same during convalescence and permits ac- 
tivity. 

Sprains of the ankle are common. All de- 
grees of damage are found, fortunately seldom 
severe. Should the maximum tenderness be over 
the bone, x-rays are indicated. Should the 
maximum tenderness be over the anterior 
aspect of the tibio-fibular synostosis, x-rays 
with the foot forcibly inverted, under local 
anesthesia if necessary, are needed to eliminate 
gross ruptures of this joint. Collateral ligament 
sprains with marked swelling and ecchymosis 
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should be similarly studied to determine the 
degree of damage accurately. The more severe 
lacerations are best treated by surgical repair— 
convalescence from this is no longer than that 
following conservative care and the end-result 
is more certain. 

Again, basic principles of rest—use crutches 
if you can get the player to do so, compression, 
and cold are mandatory. Supportive strapping 
is also necessary after the player has changed 
from uniform. These are used until the acute 
reaction has subsided and then rehabilitation 
with whirlpool, gentle underwater exercise, and 
protective strapping is used daily. This ankle 
should be strapped for each practice session 
and game thereafter. 

“Shin-splints,” strains of the attachments of 
the muscles to the bone, and tenosynovitis of 
the Tendo Achillis, are treated as are all muscle 
attachment strains—cold, rest, and compres- 
sion. Then follows heat, gentle use, and sup- 
portive bandaging. 

When the player injures his knee, it must be 
uncovered immediately for thorough examina- 
tion. Would that he would submit to be carried 
off the field by stretcher and thus avoid further 
damage, however little! In Utopia, all injuries 
of the lower limbs would be so borne off the 
field. After he is seated on the bench, with his 
knee flexed, the painful areas are explored with 
the fingers. The leg is rotated gently and points 
of pain noted. The cruciate ligaments are tested. 
Then the knee is straightened to about thirty 
degrees short of full extension and the collateral 
ligaments tested. The knee is then completely 
straightened if possible, and this repeated. The 
opposite knee serves as a guide of normal liga- 
ment integrity. If the damage does not require 
surgical repair of ruptured ligaments, ice, com- 
pression, and rest are used. After change from 
uniform, crutches, compression, and rest are 
used. When the acute reaction has subsided, 
then he is again examined and perhaps crutches 
may be discontinued. Mild heat and progressive 
resistance exercises are then used to rehabilitate 
the knee-controlling muscles. Especially must 
the vastus medialis be strengthened by com- 
plete hyperextension of the knee while weight- 
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lifting. When the quadriceps can lift approxi- 
mately forty pounds for ten excursions, easy 
running is usually possible. When eighty pounds 
can be lifted, the player can then “cut” to either 
side, “drive-off” on that limb, and stop sud- 
denly on it. Now that power is obtained, en- 
Gurance to permit two full hours of competition 
is developed by running up the stadium steps, 
and then up the seats! 

Even knees with semilunar cartilage damage 
may thus be salvaged for the remainder of the 
season. It is best for the joint to be protected 
by adhesive strapping for each practice session 
and for all games thereafter, or at least until 
the muscles have been completely rehabilitated. 

Simple contusion of the anterior aspect of 
the thigh is one of the more common disabling 
injuries suffered by football players. The injury 
consists of a bruising of all soft tissues between 
the skin and bone. Bleeding occurs within the 
muscle and this irritating blood spreads 
throughout the meat like water throughout a 
sponge. The muscle fibers are bioken, much 
like a tough steak is broken up by pounding 
with a hammer. The subcutaneous fat is liber- 
ated from its confines like the pulp of an orange 
when it is crushed. The blood, bruised fat and 
muscle, are sources of chemical irritation. The 
force of the injury to these tissues plus the con- 
tinued use which often takes place for a short 
time immediately after the episode are major 
factors in producing the great disability. 

It requires four to six weeks for the injury to 
heal. This time may be lengthened by con- 
tinued use or unwise treatment and advice. 
Again, basic principles find their worth. Rest, 
compression, and cold is all that is required for 
the first day or two. This injury, if severe, is 
the one injury for which a brave, hardy, stoic 
football player will follow professional advice 
and actually use the crutches provided! Oc- 
casionally, bed rest for several days is required. 

After the first few days, rest, compression, 
and comfortable heat are used. Activity with 
or without weight-bearing is dependent upon 
the amount of pain produced. This is the re- 
liable guide! Absence of pain means absence 
of strain, stress, or irritation. Healing will be 
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aided. No other treatment is needed until the 
muscle recovers to the point of decreased size, 
more normal softness, and painless use in mov- 
ing the knee. Then and only then are quadri- 
ceps progressive resistance exercises com- 
menced. When thirty-five pounds for ten ex- 
cursions can be raised, crutches for rest, bal- 
ance, security, and knee protection are no 
longer needed. When the usual high school 
athlete can raise about fifty pounds he can usu- 
ally run. However, a lifting strength of seventy- 
five to one hundred pounds for ten excursions 
is usually needed before the “digging-in,” sud- 
den starts and stops, “cutting,” and agility will 
be possible to a sufficient degree to permit re- 
turn to football. 

This is the “Charley-horse.” Its cause lies in 
inadequate protection. Its recovery is pro- 
longed. Often complete flexibility of the muscle 
never returns, even after years have passed, be- 
cause of the scarring within the muscle—where 
the meat was crushed. 

When the injury extends down to bone and 
crushes the muscle fibers attached thereto, bone 
formation results in the associated blood clot 
at nature attempts to heal the muscle-bone 
junction. She overproduces bone, for the hema- 
toma is a continuous medium, and a large 
mass of bone may result. This will be manifest 
by non-softening of the muscle after four weeks 
of good care and by x-rays. This bone will re- 
sorb if left alone. It will obviously resorb more 
slowly than soft scar, clotted or liquid blood. 
To operate and remove it surgically is difficult 
and well nigh impossible for it was distributed 
through the muscle as liquid cement would be 
distributed through a sponge before hardening. 
Intelligent adherence to Nature’s plan and 
masterful non-interference is the practical means 
of treatment. Continued painless use is all that 
is required. As the months roll by, ability im- 
proves, and if one takes an x-ray at long inter- 
vals, the size of the bony mass will lessen. 

Diathermy, x-ray therapy, ultra-sound, and 
other machine methods of treatment are used 
at times. Massage is used, often intelligently 
and consequently with comfort. No one has 
yet conclusively demonstrated any advantage of 
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this machine treatment over the basic principles 
already described. Psychologically, there may 
seem to be value in these other modalities. 
However this is subjective—benefiting the 
sufferer because of the additional tender loving 
care and benefiting the therapist because he is 
elevated in the sufferer’s eyes in so providing 
attention. This is harmful—not necessarily 
physically but psychologically, and religiously. 
Both sufferer and therapist forget thereby that 
Nature, God, or Something other than them- 
selves is effecting recovery and that their duty 
is not to interfere. Time is required to rebuild 
tissue. Patience and Trust must be painfully 
learned. Learning this will benefit both thera- 
pist and sufferer in the manner that competi- 
tive sports are supposed to benefit mankind. 
This is true in all injuries and it behooves us 
who have contact with these adolescents of high 
school age to teach them these basic truths. 
End of sermon! 

The more common strain of a muscle at- 
tachment, or muscle “pull,” is that of the 
origin of the short or femoral head of the bi- 
ceps. The injury usually is the result of awk- 
ward or of excessive kicking, occasionally of 
sudden strenuous starts from the crouched posi- 
tion. Pain, tenderness, and tenseness is found 
in the midline of the middle third of the pos- 
terior thigh. Disability is minimal and discom- 
fort mild. Recovery comes about in several 
days as the result of rest and mild heat. 

Injuries to the hip joint are rare. However, 
potentially they are very disabling unless an 
early definitive diagnosis is achieved. Most any 
irritation of the hip joint is manifest by pain 
in the groin and occasionally by pain in the 
buttock or lateral aspect of the hip. This pain 
may also be designated as appearing on the 
inner side of the lower thigh or knee. The 
pain is intensified by motion of the hip alone 
and by weight-bearing. Motion is limited by 
muscle spasm, this being most commonly and 
easily elicited by abduction and/or internal 
rotation of the affected hip. 

After x-rays of the joint are obtained and 
pronounced normal by one experienced in 
reading such x-rays, the basic principles of 
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rest, mild heat, and the freedom from irrita- 
tion by the use of crutches is all that is 
necessary. One must be alert to make certain 
that there is no displacement of the femoral 
head epiphysis as is commonly seen in adoles- 
cents between ten and fifteen years of age. 
In younger children, Legg-Perthe’s disease 
may be brought to light or disclosed by the 
added strenuous use of football. Both of these 
disorders, not caused but certainly aggravated 
by such activity as playing football, require 
specific and individualized treatment. 
Occasionally, one finds avulsion of various 
attachments of muscles in the region of the 
hip, these include the lesser trochanter, the 
superior and inferior spines of the ilium, and 
the tuberosity of the ischium. Seldom is there 
any great displacement, even though an avulsed 
piece of bone is seen. It is seldom more than 
one inch away from its site of origin, and 
requires no particular attention other than 
masterful non-interference. There is no need 
to replace it, as the injury heals by strong 
scar tissue and no disability results. 
Contusion-strain of the muscle attachments 
to the bony prominences of the pelvis are 
quite common, and usually are associated with 
direct blows. Again, heat, rest, and decreased 
use is all that is necessary. The same is true 
of “groin-strains” and “hamstring pulls.” In 
each instance, pain is found in the involved 
region, and the most important thing about 
these conditions is making a definite and 
reliable diagnosis. Conservative symptomatic 
care usually takes care of the injury, so long 
as no serious skeletal involvement is present. 
Players commonly have their “wind knocked 
out” by a sudden blow to the unprotected 
abdomen. The muscles being caught off guard, 
considerable shock can be experienced by the 
nerve structures in the abdomen, the true 
“solar plexus” blow. The contusion of the 
muscle will also cause momentary spasm of 
it and thus momentary interference with respir- 
ation because of this reflex muscle spasm 
both of the abdominals and of the diaphragm. 
The important factor to determine, as one 
approaches the player lying so immobilized 


MEDICAL TIMES 


4 
‘ 

te 

[|| 


on the field, is to make certain that there are 
no points of tenderness about the ribs, pelvis, 
or spine. Even though he may not be breathing, 
he will be conscious, of good color, and rela- 
tively alert. His breathing is primarily diaphrag- 
matic and very short in stroke volume. After 
a short time, resumption of normal breathing 
is present. It is unwise to hyperextend him, 
as is commonly done, in an effort to stimulate 
breathing. The most sensible course is to have 
him or someone else elevate his arms above 
his head and then briny them down to press 
upon the sides of the chest, rather than to 
lift him by his belt. Palpation of the rib 
margins, pelvic margin, and the spine should 
be carried out before any therapy of any 
kind is instituted. Generally, recovery is prompt 
and the patient is able to return to play within 
a few moments or minutes. Do not hurry— 
the game can be postponed many minutes. 
Protect your patient! 

A source of serious consideration is the 
potential damage done by head injuries. A 
good general rule is that if a patient is con- 
fused or has been rendered unconscious, for 
more than three occasions, he should never 
again partake in football contact activity. If 
the patient was temporarily dazed and has 
normal mentation, is asymptomatic, and ex- 
hibits normal behavior, he may continue to 
play after having been rested. He should be 
removed from play if he has been uncon- 
scious, shows sluggish mental reactions, or 
has had convulsions. Excessive fatigue and 
erratic behavior also indicates that he should 
be eliminated from play. If the player, after 
having received some rest, has a cloudy sen- 
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sorium, complains of headache, or has had 
prolonged unconsciousness or convulsions, or 
possibly amnesia and exhibits excessive fatigue, 
he should certainly be removed from the game. 
Should he have had a second injury during 
the same game, he should certainly be re- 
moved from further play. 

With a history of head injuries, the young 
man may resume practice if he has rather 
normal motivation and has been without symp- 
toms for the preceding five days. If there 
are no abnormalities upon investigation and 
examinations, and he exhibits alert mentation, 
he can then resume play. Certainly, the patient 
who has had several episodes of unconscious- 
ness, prolonged unconsciousness and persist- 
ent symptoms, and perhaps an abnormal 
electroencephalogram and exhibits chronic 
fatigue, should be removed from further play. 

It has occasionally in the past been popular 
to use procaine infiltration into contused or 
injured areas of the body. This is rather 
foolhardy, especially in weight-bearing joints. 
It is also foolhardy inasmuch as the procaine 
is rapidly absorbed from the actively used struc- 
tures. It seldom lasts more than five minutes, 
and the resulting discomfort following the over- 
strain while the anesthesia has been effective, 
is much greater than would have been present 
if another week had been allowed to pass 
before permitting reuse of the injured struc- 
tures. There is practically never any indication 
for the use of procaine in the care of the 
football injury, other than as a means of 
establishing a firm diagnosis. 
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TREATING 
FOOTBALL 
INJURIES 


ALEX RACHUN, M. D. 
Ithaca, New York 


L, the treatment of football in- 
juries the physician must orient himself to some 
concepts that may not apply to the general prac- 
tice of medicine. In the average football player, 
he is dealing with a vigorous young male who 
has spent weeks and sometimes months of ar- 
duous training and who, as a result, has ac- 
quired a remarkable singleness of purpose, and 
that is to play football. Any injury which keeps 
him away from practice or prevents him from 
playing in a Saturday afternoon game is nothing 
short of a major tragedy to him. With the foot- 
ball season seemingly so short, he turns to his 
physician for help in speeding his recovery. 
Under these circumstances, it is only fair that 
the physician, after a careful appraisal of the 
injury, institute such care and treatment that 
recovery will, in fact, be expedited. It is not 
enough to assure the patient that healing will 
take place in due course of time and to dismiss 
him with the vague advice that he rest the af- 
fected part, or simply to apply heat to it. 
Rather, the prescription should be specific, es- 
pecially as relates to active motion and thera- 
peutic exercise, and the patient should be seen 
frequently to assess the rate of progress. It is 
an unfortunate fact, that a football player, as 
well as other athletes, tends to gravitate away 
from otherwise highly competent physicians, 
who display a lukewarm interest in the prob- 
lems of the athlete and seeks the services of 
para-medical practitioners who are inadequately 
equipped to assume the responsibility of treat- 
ment. 

A good working knowledge of the game of 
football, the rules that govern play, the protec- 
tive equipment worn by the player, the physical 
demands of each position, and the potential of 
injury of each position, is invaluable to the 
physician who would handle injuries success- 
fully, especially in determining whether a 
player can return to play after his injury. In 
many instances a competitive football player 
with the injured part properly padded or taped 
is capable of outstanding performance with 
little or no risk of aggravation of the injury. A 
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Pollyanna attitude on the part of a physician 
(based to some extent on his lack of knowledge 
of the sport) which would deprive this player 
from participation is somewhat incompatible 
with the spirit of the game. Unfortunately, a 
football player will tend to conceal his injury 
from the ultra-conservative physician. Need- 
less to say, it is dangerous and unwise to per- 
mit a player to return to the game until it can 
be demonstrated that he can execute the maneu- 
vers demanded of his position with smoothness 
and precision. 

Individualization of treatment is an important 
principle to consider when handling these in- 
juries. The rugged young player schooled in 
a league in which pain is something to be 
scorned will require virtually no treatment for 
a minor injury. With active treatment, he 
usually recovers more rapidly in the case of 
more severe injury. His opposite is the pain- 
sensitive type who, by virtue of his fear of 
pain, eschews active motion and therapeutic 
exercise, and prefers the more comfortable 
regime involving heat lamps, whirlpool baths, 
and massage. Such helpful procedures as as- 
piration of knees, injections of hydrocortone 
and enzymes, evacuation or aspiration of super- 
ficial hematomas, for the most part elective 
procedures designed to expedite recovery, are 
employed usually when the player expresses a 
keen desire to get well quickly and is willing 
to submit to the treatment. 

Another concept that is employed in treat- 
ing football injuries is the age-old one pertain- 
ing to early motion: early motion makes for 
speedy recovery. As a result, rigid fixation of 
a limb or joint is avoided, unless the fracture 
or joint injury is of such proportions that no 
alternative is permissible. To a football player, 
the application of a plaster cylinder for a knee 
injury is a veritable disaster and spells the end 
of his sports participation for that season. To 
the extent that muscular atrophy and loss of 
function supervene inevitably when the limb is 
rigidly fixed, his fears are justified. This ap- 
plies also to the extended use of crutches, and 
these appurtenances are laid aside as soon as 
weight bearing can be accomplished without 
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pain. Active motion, and therapeutic exercises 
are prescribed liberally following most football 
injuries and their value is of unquestionable 
benefit in speeding recovery. 

It is not generally appreciated how important 
a role skillful taping, bandaging, splinting, and 
padding play both in the treatment of football 
injuries and their prevention. A joint properly 
taped obviates the need of more rigid fixation 
and allows for both early painless ambulation 
and active motion. It also permits the resump- 
tion of play at a time when it would be un- 
thinkable without this support, because of the 
danger of re-injury. It hardly need be added 
that the physician who handles football in- 
juries should acquire a skill in the taping- 
bandaging-splinting-padding art. 

As regards the treatment of specific injuries, 
these are so well described by numerous 
writers," that detailed description is un- 
necessary and the reader is advised to consult 
the works of these authors. The use of pro- 
caine and ethyl chloride spray to allay joint 
pains so as to permit a player to continue play- 
ing is a practice that will work to the discredit 
of the practitioner as it invites more serious 
injury to the benumbed part. More recently, 
favorable reports have appeared on the use of 
enzymes and corticosteroids in athletic injuries. 
The use of trypsin* taken orally or by injec- 
tion has been reported to hasten the resolution 
of soft tissue injuries.‘ The author has had 
limited experience with these adjuncts, and 
while the results on the whole have been 
equivocal, in an occasional instance, the ap- 
parent response to this treatment in severe con- 
tusions has justified their further trial. The 
use of hydrocortone or its analogues by in- 
jection in injured bursae undoubtedly hastens 
recovery and its instillation in the knee joint 
following aspiration apparently exerts a “tonic” 
effect and in some instances appears to prevent 
recurrence of effusion. Hyaluronidase** com- 


* Chymar®, The Armour Laboratories, Kankakee, II!. and 
Parenzyme®, National Drug Company, Philadelphia, Pa. 


** Wydase®, Wyeth Laborateries, Inc., Philadelphia, Pa. 
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bined with procaine as a diluent has, in the 
author’s hands, when injected deeply into the 
site of a severe contusion of the anterior thigh 
or arm, not only shortened the disability period 
to a considerable extent, but also prevented the 
frequent complication of this injury, myositis 
ossificans traumatica. 

This procedure has been employed for over 
three years with uniformly satisfactory results. 
A full 10 cc. vial of 1500 turbidity units 


mixed with 8-10 cc. of 1% procaine is 
injected directly into the deep hematoma, a 
snug cotton-elastic bandage is applied and 
the athlete is instructed to use the limb ad 
libertum. 

Appreciable improvement is noted within 
48 hours and frequently the player is able to 
participate in the game within a week’s time. 
This, in an injury with a usual disability period 
of several weeks to months 


Summary 


Some broad concepts in the treatment of 
football injuries have been advanced, emphasis 
being placed on the need for the physician to 
understand the milieu and psychic make-up of 
the player. General principles in treatment that 


enable the injured player to recover function 
have been noted. The recent use of enzymes 
and corticosteroids specifically designed to fa- 
cilitate recovery from injury was briefly 
discussed. 
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WANT A CHUCKLE? 
SEE “OFF THE RECORD .. .” 


Share a light moment or two with readers who 


have contributed stories of humorous or unusual 


happenings in their practice. 


Pages 25 and 29a. 
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Some Troublesome 
Aspects in 

the Region of the 
Ear, Nose and Throat 


) is common in the aged, 
yet its nature and origin are frequently ob- 
scure. For this reason, definitions should be 
attempted even though common agreement is 
not always possible. 

Let dizziness be meant to be a false sense 
of motion seen or felt, due to aberrant impulses 
arising in the static labyrinth, the eyes, the 
sensory end organs in muscles and joints; and 
in the nervous pathways carrying these im- 
pulses to the brain stem, and from here to 
the cerebellum. Because dizziness is present 
only in the conscious state, there must also be 
some cerebral connections.* 

By the static labyrinth is meant the semi- 
circular canals and the utricle; specifically the 
neuroepithelium of these organs; the vestibular 
branch of the eighth nerve and its central 
connections. 

We may call the dizziness vertigo, when to 
this false sense of motion is added a distinct 
feeling of rotation, or whirling on the part of 
the person, or his surroundings. If the attack 
is severe the patient may actually fall, or seek 
support, and there may be pallor, sweating, 
and even vomiting. 

At any rate, descriptions of individual at- 
tacks might well allow the term “dizziness” 
to comprise all sensations of equilibrial dis- 
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AGEING 
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turbance with symptoms, objective and sub- 
jective, and with or without whirling sensation. 

This would make unnecessary such terms 
as giddiness, feelings of insecurity, uncertainty 
and light-headedness, and rules out further- 
more, fainting, blacking out, and other com- 
plaints of strange sensations which on the face 
of them are seen to be not in the area of present 
discussion, but are found often to be of 
visceral or emotional origin. 

Because the anatomical areas which main- 
tain equilibrium and their nerves and brain 
connections are widespread, and the diseases 
which attack them are numerous, a very careful 
history and complete physical examination are 
necessary to uncover causes and determine 
therapy. 

Those authors who have written extensively 
on the general topic of vertigo have compiled 
lists of named causes, which are most helpful 
(See De Weese*). The following, taken from 
Alpers,’ is complete and characteristic of its 
kind: 

CAUSES OF VERTIGO 


Ocular 


Muscle imbalance 
Paresis or paralysis of ocular muscles 
Ophthalmoplegias 
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Labyrinthitis and Perilabyrinthitis 
Otitis media 
Mastoiditis (acute and chronic) 
Hydrops of labyrinth (Meniére’s disease) 
Tumors (cholesteatoma) 
Vascular disorders 
Hemorrhage into labyrinth 
Embolism 
Anemia and vascular insufficiency 
Obstruction of Eustachian tube 
Occlusion of external auditory canal 


Systemic 

Cardiorenal disease 

Cardiac disease 

Arteriosclerosis 

Hypertension 

Carotid sinus syndrome 

Anemia 
Primary 
Secondary 

Blood dyscrasias 
Polycythemia vera 
Leukemia 
Purpura 

Metabolic disorders 
Diabetes 
Hypothyroidism 
Gout 

Allergic disorders 

Vitamin deficiencies 


Drugs 
quinine quinidine 
salicylates cinchophen 
nicotine streptomycin 


diphenylhydantoin sodium Tridione 
Infections and Intoxications 
Nitrogen embolism 
Caisson disease 
Occupational conditions affecting air- 
plane pilots 


Neurologic 


Tumors 
Acoustic nerve 


Cerebellopontine angle 
Brainstem 
Cerebral and cerebellar 


Infections 
Encephalitis 
Encephalomyelitis 
Brain abscess 
Syphilis 
Meningitis 
Vascular 
Hemorrhage (cerebral and brainstem) 
Hypertension 
Blood dyscrasias 
Subarachnoid hemorrhage 
Thrombosis 
Posterior-inferior cerebellar artery 
Basilar artery 
Vertebral artery 
Superior cerebellar artery 
Ischemia-anoxia 
Aneurysm 
Degenerative 
Multiple sclerosis 
Syringobulbia 
Trauma 
Epilepsy 


Of these named causes many are uncommon, 
i.e. sudden vascular accident in the labyrinth,*: * 
others vary as widely as do brain tumors from 
blood, renal, cardiovascular and central nervous 
system disorders. 

For this reason the recent, somewhat differ- 
ent approach of Orma and Koskenoja’® of 
Helsinki, Finland, appears to be most useful. 
They examined a large body of aged individuals 
and compared them with a control group simi- 
lar in all respects, but without the complaint 
of dizziness. 

The examination of their patients included 
thorough physical, neurologic, otorhinolaryngo- 
logic and ophthalmologic examinations; labora- 
tory tests and roentgen studies. 

They uncovered, as was to be expected, great 
variations in the severity of the complaint of 
dizziness, and numerous causes, including cen- 
tral nervous system disease, Meniére’s disease, 
extension of middle ear suppurations to the 
inner ear, dizziness due to cardiac disease, after 
infections and following head injuries. 

The largest majority (over 95%) of all 
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complaints of dizziness fell into the group 
called “postural dizziness.” This condition 
occurred on movements or in definite positions 
or even on walking, and is considered by them 
to be the typical form of dizziness in the aged. 
It may be brought on by arising from sleep, 
in turning over quickly in bed, or stooping to 
pick up some object. It is generally not accom- 
panied by a sense of turning. Whirling sensa- 
tions, however, did appear in a little over one- 
third of the patients. The attacks were general- 
ly momentary; at one time or another one-third 
of all the individuals had fallen, at least once. 

When their dizziness group was compared 
with the control group it was ascertained that 
serebral neurologic symptoms, focal and dif- 
fuse, including paralysis, sensory disturbances, 
reflex anomalies, visual field changes, rigidity, 
tremor, ataxia and mental symptoms such as 
memory defect, confusion and periods of emo- 
tional sensitivity, are found much oftener in 
the complaining group. In this dizziness group, 
overt diabetes and high blood sugar values, 
cardiac failure, tinnitus, and postural nystag- 
mus appeared much oftener than in the control 
group. In no other important respect did these 
two groups of aged individuals differ greatly. 

The symptoms of positional nystagmus are 
interesting. This nystagmus is elicited by plac- 
ing the patient in a number of different posi- 
tions; such as sitting, leaning to the left and 
to the right, bending forward, lying on the 
back, on the right and left sides, and on 
arising from the supine position. Several dif- 
ferent types of nystagmus may be aroused in 
these examinations, and those skilled in their 
use feel that they may determine whether the 
dizziness arises in the peripheral ear apparatus 
or in central nervous system. 

This form of nystagmus appears in a fair 
number of elderly people complaining of pos- 
tural vertigo; it appears immediately on assum- 
ing the new position; it differs from the nystag- 
mus associated with inner ear disease by having 
no latent period, and most often was not accom- 
panied, when deliberately elicited, by dizzi- 
ness. Thus it differs from the positional nystag- 
mus seen by other observers in younger age 
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groups (Lindsay),":* and in these older people 
under discussion is, in all likelihood, nearly 
always of central origin; accompanied as it is 
by obvious cerebral arteriosclerosis, and num- 
erous signs of the cerebral neurologic dis- 
turbance." 

The therapy of vertigo in the aged is, of 
course, the discovery and elimination of the 
cause. This may often be impossible. Sup- 
purations, for example, arising in the middle 
ear tract are amenable to antibiotic therapy 
and surgical intervention; Meniére’s disease 
may in the near future yield to treatment with 
ultrasonic waves. Its treatment to date, includ- 
ing surgical destruction of the inner ear in 
severe cases has not been entirely satisfactory. 
It depended in large part on reassurance, seda- 
tives, and the spontaneous remission of symp- 
toms, which often took place for years at a 
time. 

For the rest of it, common sense must gov- 
ern. Where effective therapy is at hand, as in 
diabetes, or in the primary anemias, treatment 
of one may conceivably influence the other 
complaint. Much can be done with cardio- 
vascular conditions, dietary insufficiencies, and 
especially with unrecognized depressions which 
rob the individual of his interest in life and 
do not permit him to eat and rest properly. 

Lastly, symptomatic relief may be obtained 
by the judicious use of bromide and barbitu- 
rate preparations and especially some of the 
antihistaminics. There is some reason for the 
belief that it is the sedative action of the latter 
which is responsible for the beneficial effects 
following their use. Dramamine® (Dimenhydri- 
nate) and Benadryl® (Diphenhydramine hydro- 
chloride) are examples of this group which are 
often administered with considerable satisfac- 
tion. 

Epistaxis in older people differs from that in 
the young because the site of bleeding in the 
latter is nearly always anterior on the septum; 
it is easily seen and nearly always promptly 
controlled (See Figure 5~#2). In the aged, 
on the contrary, the bleeding spot is often 
difficult, or impossible, to find. It comes from 
far back, or from beneath a turbinal bone, or 
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FIGURE 1 A piece of gauze with 
dimensions as given is tightly rolled 


FIGURE 3. A catheter 
passed into the mouth 
by way of the nose 
pulls the pack into place 
by its double strings. 


FIGURE 2. The margin of the 
pack may be kept in place 


by a number of stitches. 
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FIGURE 4 


The Dickie post nasal 
pack and anterior packing in place. 


FIGURE |. Anterior ethmoidal arterial 
vessels; when indicated may be easily ligated 
by a small incision medial to and at the level 
of the inner canthus of the eye. 

2. Locus Kieselbach vessels; the site of most 
bleeding in the young and occasionally in the 
aged. 

3. The sphenopalatine vessels: severe bleed- 
ing from these may call for ligation of the 
external carotid artery. 


“ 
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some other unconventional area.'’ A flexible and 
determined program for control must be avail- 
able, for blood loss in the aged is not a safety 
valve. The results of blood loss are often seri- 
ous, and deaths do occur. 

It is true that proper treatment of nose bleed 
depends in part on the discovery of an under- 
lying cause. Here, however, will not be dis- 
cussed the rather infrequent instances of epis- 
taxis seen in such cases as the severe anemias, 
hereditary telangiectasias, leukemias, and new 
growths of one kind or another. Under con- 
sideration will be only those example in which 
there are, to a more or less degree, the com- 
mon changes due to aging. 

Hallberg’* indicates, in this respect, that 
severe nose bleed is in large part a geriatric 
problem. In his series the incidence of severe 
epistaxis increased directly with age, and the 
causes producing nose bleed were those which 
grew worse with passage of the years. A large 
number of his patients were over sixty, and 
many of them had hypertension. 

Severe nose bleed in the aged is generally 
of arterial origin; most important are the an- 
terior ethmoidal branches of the ophthalmic 
artery, which is the end branch of the internal 
carotid artery, and those springing from the 
sphenopalatine branch of the internal maxil- 
lary artery; the end branch of the external 
carotid artery (See Figure 5). Bleeding from 
the ethmoidal vessels will be high up above the 
middle turbinal bone, and in front, from the 
sphenopalatine vessels it is apt to come from 
below the middle turbinate bone and farther 
back.'* Beneath and in the area of the pos- 
terior end of the inferior turbinal is the plexus 
of veins described by Woodruff." 

The mental state of the aged is important in 
nose bleed. Old people often live alone; they 
hesitate to trouble others and will frequently 
fail to act without the tacit consent of children 
or other close relatives.* They do not wish to 
spend money and will often rely on a spon- 
taneous cessation because this is what hap- 
pened before. Recurrence, however, especially 
at night, frightens them inordinately; they often 
become nauseated from swallowed blood, and 
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apprehension rises as they begin to think of 
the possibilities of bleeding elsewhere. 

No attempt to stop a nose bleed of conse- 
quence should be made at home if the physi- 
cian’s office, or a hospital, is at all available. 
Here the advantages of good lighting, suction, 
and an additional hand of nurse or intern are 
most important. 

The use of premedication presents difficul- 
ties. It is most desirable, but may have to be 
dispensed with away from a hospital, where 
the patient will presumably remain. This is 
especially true if the individual must go home 
unaccompanied, or has to drive his own car. 
Fainting is a hazard and injuries must be 
guarded against. 

The patient is best off lying down with the 
head well elevated. Some may, however, pre- 
fer the sitting position. Lighting should be 
good, cither from a head mirror or head lamp. 
A suction apparatus is of greatest value, allow- 
ing an inspection otherwise not obtained. 

No matter what the difficulties, the site of 
bleeding should be carefully sought for; should 
it be seen, spot packing or the galvanocautery 
will stop it quickly, just as in the young. If 
the bleeding has already stopped, efforts should 
be made to start it again by vigorous nose 
blowing, or by rubbing the mucosa of the 
nasal interior with a cotton tipped applicator. 
Again, if this is successful treatment is made 
easier. 

Should these maneuvers fail, or if the bleed- 
ing is so profuse that the site of origin is just 
not visible, it is necessary to resort to packing 
at once. This is best carried out in the pres- 
ence of local anesthesia and vaso constriction 
of the nasal mucosa. Cocaine HCL® in 5% 
solution strength, or a combination of equal 
parts of Pontocaine HCL® 2% solution, 
and Neo-Synephrine® HCL 1% _ solution, 
work very well. The vasoconstriction does, 
however, rob one of the last chance to 
find the active site, and so stop the bleeding 
with relatively simple measures. At its best 
packing is disagreeable, and interferes with 
drinking, eating and sleeping. 

Once decided upon, however, and 
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anesthesia and shrinkage of the interior of the 
nose have been carried out by the use of 
cotton pledgets soaked in the solution of choice, 
one proceeds to the insertion of gauze begin- 
ning at the floor, and extending in layers to 
the roof of the nose. 

Various materials may be used; the best is 
plain gauze, one-half to one inch wide. This 
gauze may be used dry, or be coated with 
vaseline. Oxidized cellulose, salt pork and 
marine sponge have defects that do not permit 
their universal use. 

The so-called anterior pack, having been 
inserted, may fail to control the bleeding. This 
may be checked by watching the pharynx, 
which must remain dry over a reasonable period 
of waiting. Active bleeding from above the 
soft palate calls for immediate removal of the 
anterior pack and introduction of a posterior 
pack with reinsertion of the anterior pack. 

Until recently, a posterior packing was very 
disagreeable; it completely filled the naso- 
pharynx, and at times caused infections. Anti- 
biotics today help to prevent complications due 
to packing, and the replacement of conven- 
tional post-nasal packs by choanal packs of 
one kind or another, has considerably in- 
creased patient comfort. The choanal pack fills 
only one-half the nasopharynx, and disagree- 
able consequences from its use are uncommon. 
Of the various types the Dickie pack is one 
of the most efficient and satisfactory." 

Once inserted, packing is allowed to remain 
over a period of several days. The posterior, 
or choanal pack is removed first, usually after 
24-48 hours. Anterior packing may be re- 
moved piece-meal over a period of several 
days. 

If there is a deviated septum narrowing the 
nose on the bleeding side, and if there have 
been severe episodes in the past, the nasal 
septum ‘may have to be straightened, thus 
allowing an easier approach in the event of 
future bleeding.’ 

There are some who advocate submucous 
resection of the nasal septum, empirically, 
stating that in their experience it seems to 
help in the case of severe bleeding and in 
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some unknown manner. 

The question of an operation at the time 
of bleeding in an older person who has already 
lost much blood, has to be settled on its 
merits, and depends on the experience of the 
operator. It would be hard to arrive at uni- 
versal agreement in this situation. 

Intractable bleeding may call for ligation of 
major blood vessels. It was formerly uni- 
versally recommended that the external carotid 
artery be the vessel of choice. There are those 
who feel that successful results may be ob- 
tained by a simpler procedure, namely, the 
tying of the anterior ethmoidal artery. Here, 
however, the bleeding must come from high 
up, and anteriorly. 

Immediate restoration of blood loss is, of 
course, important, and especially in the case 
of persons who have already insufficient myo- 
cardial circulation. 

Lastly come a number of considerations that 
need to be settled rather arbitrarily. The actual 
cautery is better than reliance on chemical 
caustics; drugs by mouth, or intraveneously, 
cannot generally be relied upon to produce 
satisfactory hemostasis. The use of anticoag- 
ulants as in coronary artery disease, may need 
to be interrupted until bleeding is under 
control. 

Post nasal drip is not a complaint necessar- 
ily limited to the older age group. However, 
children do not often speak of it, and it seems 
to occur most frequently in middle-aged and 
older persons. 

There is no great discomfort as a rule, but 
often enough the coughing and retching efforts 
to remove the mucous secretion are embarrass- 
ing, and may at times even lead to vomiting. 
This is especially so soon after arising. This 
supposedly impolite or rude situation is em- 
barrassing for the fastidious and, in particular, 
women. 

Proetz has called post nasal drip the “cur- 
rent American nightmare,” and points out a 
number of pertinent facts. Mucous is normally 
present in the nasopharynx. Awareness is 
heightened by factors which change the amount, 
consistency or odor of secretion in this area. 
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There are many factors capable of doing this, 
among them obvious anatomical abnormalities, 
suppurations in the accessory nasal sinuses, 
allergic nasal states, new growths, benign and 
malignant, as well as metabolic disturbances 
and inhalation of irritating dusts and fumes. 

If one sets aside the clearly unusual, there 
remain the large number of individuals pre- 
sumably normal and living primarily in the 
industrially polluted atmospheres of our large 
city areas, the harsh winter climate which 
affects a large part of our population, the dry 
heated atmospheres during this season of offices 
and homes and, in recent times, the additional 
shock of entering and leaving air conditioned 
areas, are among the factors helping to produce 
the complaint. 

To these we may add the deleterious effects 
of excessive smoking and use of alcohol, and 
indiscriminate and continuous medication with 
vasoconstrictor nose drops and those contain- 
ing Menthol, Phenol, Eucalyptol and Cocaine. 

By and large it may be said that mucous 
ordinarily and normally present may be swal- 
lowed or inhaled and the body will, by diges- 
tive action and by cough, manage to take care 
of it. The patient has to be told that he will 
not be “poisoned” if he swallows the secre- 
tion, and that he will not develop pulmonary 
conditions should some of it trickle into the 
respiratory tract. 

A large part of the treatment consists of 
assuring the patient that some of his difficulty 
must be endured; an explanation indicating 
that some of his trouble is the price for living 
in the modern world with its big cities and 
industrial areas. Acceptance of the condition 
may be made easier by simple therapeutic 
measures of mild alkaline washes, judicious 
cauterization of excessive turgescence and en- 
larged posterior ends of the inferior turbinal 
bones are often most helpful. 

On occasion thyroid substance used em- 
pirically or in the presence of mild deficiencies 
appears to give relief. Where heart and kidney 
and metabolic disturbances (i.e. diabetes) can 
be relieved, the post nasal drip may be im- 
proved. For the rest of it, a cheerful accept- 
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ance of what is, for the most part, a non- 
threatening and trivial annoyance, will be most 
helpful. 

Dry mouth is not too common a complaint 
in the aged, but it is distressing and complete 
relief is often unobtainable. It is seen in both 
sexes but appears to be commonest in post- 
climacteric females. Ageing itself does not, 
however, seem to be the greatest factor. 

Where the use of drugs such as atropine, 
ephedrine and the rauwolfia preparations can 
be ruled out as causes, where there has been 
no previous radiation therapy to account for 
the dryness, where there is no evidence of 
vitamin deficiencies, then Sjérgren’s Syndrome 
may be increasingly considered. In its full 
blown state it is described as demonstrating 
mucous membrane dryness, not only in the 
mouth, but on the conjunctive and cornea as 
well as in the nose and larynx, and other 
mucosal surfaces. 

There is reason to believe that this syndrome 
is a constitutional disease; the frequent presence 
of chronic rheumatoid arthritis points in this 
direction. 

There is a close relationship to Mikulicz’s 
disease as evidenced by histopathological stud- 
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MEDICAL ADVERTISING COURSE 
OFFERED AT NYU 


A fifteen-week workshop course on “Medical Advertising 
and Promotion” began September 28 at New York Uni- 
versity’s Division of General Education. The workshop offers 
specialized training in techniques for introducing and pro- 
moting ethical pharmaceuticals to the medical, dental, nurs- 
ing, and allied professions. Conducted by Dr. Philip Reichert, 
the course meets from 6 to 7:45 p.m. on Mondays at NYU's 
Washington Square Center. 

the only university course of its kind in the country, 
according to Dr. Reichert, it is intended for those who wish 
to specialize in this growing field. The workshop covers such 
topics as developing and introducing new products, library 
research, selection of art, and evaluation of the medical 
market. 

Dr. Reichert, who originated the NYU course four years 
ago, recently retired as vice president and director of the 
professional division of a New York advertising agency. 

Further information on the course can be obtained from 
the Division of General Education, New York University, 
Washington Square, New York 3, New York. 
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KIEFFER DAVIS, M.D. 
Bartlesville, Oklahoma 


| er Medicine is a subject 
that has become important in the field of medi- 
cal practice. Although it has been recognized 
as a true medical specialty, as is evidenced by 
the establishment of the American Board of 
Occupational Medicine, it remains that the 
practice of industrial medicine has been, is be- 
ing, and undoubtedly will be carried out to 
some extent by the general practitioner. This 
is verified by the fact that not long ago a survey 
completed by the Academy of General Practice 
revealed that over ninety percent of its mem- 
bers take care of industrial medical cases. This 
result does not indicate that the general prac- 
titioner is taking up the specialty of occupa- 
tional medicine, but rather means that he is 
accepting this phase of practice as a part of 
his allegiance to the Hippocratic Oath. It may 
be of interest here to note that well over ninety 
percent of more than five hundred physicians 
serving as medical consultants to Phillips Pe- 
troleum Company in the United States are gen- 
eral practitioners, the remaining smaller num- 
ber being specialists to whom particular cases 
are referred. Whether you realize it or not, 
many of you in your every day work do some 
industrial medical practice. By and large, the 
major part of this time is probably spent in 
caring for job-connected injuries or illnesses. 


Dr. Davis is Medical Director of the Phillips Petroleum 
Company, Bartlesville, Oklahoma. 
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Industrial Medicine and 


This curative treatment of the medical or sur- 
gical entity arising out of or in the course of 
employment is quite important, but it by no 
means constitutes the entire gamut of indus- 
trial medicine. In fact, current statistics reveal 
that the care of injuries and diseases resulting 
from employment account for a relatively small 
percentage of the medical work entailed in to- 
day’s industrial health program. 


What Is Industrial Medicine? 


Is it different from the kind of medical prac- 
tice you are familiar with, and if so, in what 
way? Industrial Medicine has been defined 
many times, the most recent being, and I 
quote: “Industrial Medicine is that branch of 
medicine which deals with the relationship of 
man to his occupation for the purpose of the 
prevention of disease and injury, and the pro- 
motion of optimal health, productivity, and so- 
cial adjustment.” 

From this definition it can be ascertained 
that this particular phase of medicine is based 
primarily on preventive and health maintenance 
practices. Such practices are certainly not un- 
familiar to you; however, in industrial medicine 
the emphasis is placed on prevention of illness 
and improvement of health—not the correction 
of disease after its inception. 

To be effective, a positive approach of this 
nature to health must include certain funda- 
mental principles and disciplines. The first 
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the General Practitioner 


step, and one of the most important in a pro- 
gram of preventive medicine, is the examina- 
tion of the applicant for work. This preplace- 
ment examination is done: 

1. To evaluate the health status of the appli- 
cant so that he can be employed in a job com- 
mensurate with his capabilities: 

2. to prevent inadvertent introduction of 
communicable disease into a group of workers; 

3. to discover incipient disease and assist 
the new employee in seeking medical corrective 
care before a minor health problem can become 
manifested and debilitating; 

4. to establish a basic health record for the 
new employee, including x-rays, EKG, etc.; 

5. to immunize certain new employees—.e., 
some industries give tetanus toxoid to laboring 
groups; those being sent to foreign countries 
must receive special immunizations in accord- 
ance with our public health regulations; 

6. to orient the new employee to his capabili- 
ties and job requirements. 

At the time of this first step the examining 
physician can do a great service to all concerned 
by unhurriedly discussing with the new em- 
ployee the medical findings of the placement 
examination, and how they may modify or re- 
strict his ability to work. This is extremely im- 
portant and should not be passed over too 
lightly. For example: there may be the new 
employee who is placed at a job that matches 
his capabilities, however, as time passes the 
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seniority he develops may permit him (in ac- 
cordance with his working agreement) to bid 
into other jobs that have entirely different de- 
mands. It is obvious that if his capabili- 
ties do not parallel the new job demands 
something can, and usually does, happen— 
production lags, employee attitude changes, 
emotional problems 
develop, accident 
proneness sets in, and 
occasionally injury ot 
death eventuates. 

These six reasons by 
no means give all of the 
justification for a careful 
medical examination 
of the applicant before he is placed at work 
in industry. Nevertheless, they point up the 
importance of proper placement of each em- 
ployee. Examination without considered evalu- 
ation in some instances may be valueless or 
even misleading. The applicant must be evalu- 
ated as a whole or total being—not just as ‘o 
how functional his hands, eyes, or spine may 
be. Furthermore, the examining physician must 
have a reasonable knowledge of the job de- 
mands if he is to match a man’s capabilities to 
these demands. 

Another point of importance in today’s in- 
dustrial medical program is the interval or peri- 
odic health examination. Again the prime ob- 
jective of this procedure is prevention. To ex- 
amine a man, properly place him in employ- 
ment, and then forget about his health need: 
might be comparable to putting into motio 
a very fine, delicate machine and neglecting t 
inspect it for wearing parts or see that it is 
properly lubricated at intervals. This is not 
paternalism on the part of industry. It is just 
good business for both employer and employee. 
In spite of the extremely high costs of some 
of our modern day intricate machinery of in- 
dustry, it remains that the most versatile and 
certainly the most expensive instruments of 
business today are its employees. 

The interval of the examination can vary in 
accordance with numerous factors, such as age, 
findings at previous medical examinations, etc. 
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This type of examination pays numerous “divi- 
dends,” by enabling us to 

1. determine if the employee’s capabilities 
are still commensurate with his work demands; 

2. discover disease in its early remedial state; 

3. determine if the job is causing undue 
emotional stress in the employee; 

4. ascertain if basic health established at the 
time of the preplacement examination has 
changed, and if so, in what way; and 

5. determine if the usual degenerative proc- 
esses are being unduly accelerated. 

Again, one of the most important features 
and benefits of the interval examination is the 
counsel the physician can give the employee, 
thoroughly covering all pertinent physical find- 
ings, their significance and meaning. In case 
a health problem is found, the individual is ad- 
vised to consult his family doctor for verifica- 
tion and whatever treatment may be necessary. 
This type of examination should always be 
voluntary on the part of the employee, and all 
data developed treated in the usual ethical doc- 
tor-patient relationship manner. 

Briefly discussed here are two phases of in- 
dustrial medicine which demonstrate and em- 
phasize preventive medicine as it is being prac- 
ticed and accepted in industry today. Space 
does not permit a description in detail of all 
facets of industrial medicine, which include 
medical examination at the time an employee 
returns to work from illness, at the time of 
transfer to other work, on termination of em- 
ployment, of special groups such as executives 
and other members of management, and of em- 
ployees working in a potentially hazardous en- 
vironment. The industrial hygiene phase of the 
industrial medical program—that which has to 
do with ferreting out hazardous working and 
living environments of the worker and effecting 
a preventive cure for them—as well as citing 
the necessity for teamwork between physician, 
nurse, hygienist, management and labor in ap- 
proaching the proper and desired results that 
can be accomplished through industrial medical 
practice, are each individual topics that can 
only be mentioned in passing. To even touch 
on the compensation phase of industrial medi- 
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cine would require more space than this entire 
article. 

I would, however, like to emphasize that 
industry has a real and increasing stake in em- 
ployee health. The greater costs of employer 
insurance premiums brought about by a broader 
interpretation of the Workmen’s Compensation 
laws, give new significance to the prevention of 
job-connected illnesses and injuries. Other 
fringe benefits which provide continued salary 
payments to the employee away from work 
because of illness have surely given different 
and more important meaning to non-job-con- 
nected unavoidable absenteeism in industry. 
When the cost of unavoidable absenteeism 
amounts to over ten percent of the company 
payroll, the matter of employee health becomes 
of grave concern to management. This eco- 
nomic factor is perhaps the primary reason why 
industry is becoming alerted to the importance 
of employee health; however, companies that 
have gained experience in the field of industrial 
medicine are beginning to appreciate that addi- 
tional benefits such as improved employee rela- 
tions, reduction in premiums paid by the em- 
ployee for his life insurance and combined hos- 
pitalization and medical benefit plans, and in 
some instances, public relations, also accrue 
from such programs. This is true regardless 
of the size of the business. 

I do not wish to infer that by next week, or 
next year, there will be a sudden and impelling 
demand from industry for bigger and better 
preventive health maintenance service from the 
medical profession. Nevertheless, the industrial 
health program has been moving at an increased 
rate toward an emphasis on keeping people well 
and productive. This was further attested to 
when the Council on Industrial Health of the 
American Medical Association developed and 
published a “Guiding Principles of Occupa- 
tional Medicine” some two and one-half years 
ago. 

Inasmuch as I spent the first nine years of 
my medical career as a general practitioner, | 
can appreciate that you are busy caring for the 
sick and injured and that you may have little 
time or opportunity left for preventive medicine 
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as it applies to industry. However, I believe 
there are several reasons why, if called upon, 
you should accept the full responsibility con- 
nected with medical and surgical care of job- 
connected illnesses or injuries, as well as cer- 
tain preventive aspects of occupational medi- 
cine. First of all, only about ten percent of 
all industries in the United States have any sem- 
blance of a formal medical and health pro- 
gram, primarily because most of these indus- 
tries employ five hundred or more persons. 
And presently it is generally considered, 
(though I disagree with this thinking) that only 
the larger industries can afford a medical de- 
partment. Those employed in small plants, as 
well as those in large industries, are entitled 
to the advantages of an in-plant health program. 
Actually, many small businesses are beginning 
to realize that there are times when they can 
hardly afford to be without some kind of medi- 
cal guidance and counsel. It is to this large 
number of industries employing small numbers 
of people that the general practitioner, serving 
in a part-time capacity, can be of great value. 

Second, there are presently over sixty-six 
million individuals employed in the United 
States. As you all know, the worker often times 
carriés his worries and home troubles to work 
in his lunch pail, and at the same time takes 
home with him personal problems that arise 
out of a poor working environment. Conse- 
quently, considerably more persons than the 
employee group alone are affected directly or 
indirectly by employment. In caring for a mem- 
ber of the employee’s family, it is therefore im- 
portant to recognize how the illness may pos- 
sibly influence the breadwinner’s health and 
productivity on the job. Actually, we have had 
employees seriously injured—some fatally—be- 
cause of attitude changes at work caused by 
emotional anxiety over illness at home. When 
such may be the case, a note or a telephone 
call to the supervisor, with the worker’s con- 
sent, can frequently aid the employer in pro- 
tecting the employee during the period of un- 
usual stress. It is needless to comment on how 
illness or injury of the employee can and does 
affect his family. 
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Third, today over one hundred million peo- 
ple in the United States have some form of pre- 
paid medical and surgical insurance. Many of 
these plans are subsidized either totally or par- 
tially by industry. Consequently, the employer 
may naturally expect to know more about, and 
perhaps in the future, have some voice in the 
type and amount of medicine extended through 
such a medium. This, of course, does not mean 
that the employer or industrialist will ever wish 
to formulate and direct medical care programs 
for his workers. However, there will have to 
be a closer liaison between physicians and busi- 
ness leaders if insurance medicine is to be prop- 
erly propagated. This, too, is partly your re- 
sponsibility. 

Finally, I wish to remind you that as a pri- 
vate citizen you should be interested in the 
general health of our employed population, for 
increased costs of industrial health are passed 
on indirectly to the purchaser of the various 
commodities manufactured by industry. As 
long as physicians know the problem and can 
work together and with management in solving 
it, I am certain that employee health will never 
be a major factor in skyrocketing buyer prices. 


Conclusion 


Industrial Medicine is now a well-defined and 
accepted specialty practice. Because we are liv- 
ing in an industrialized world, it stands to rea- 
son that what Industrial Medicine has to offer 
both employer and those employed will cause 
it to become one of the most important phases 
of medical practice in the near future. It is 
obvious that the heavy responsibility of prac- 
ticing the proper principles of Industrial Medi- 
cine falls, to a great extent, on the General 
Practitioner. The degree to which our system 
of private enterprise thrives in the future will 
in no small measure be determined by how 
earnestly you strive to make your practice of 
Industrial Medicine match its definition to the 
fullest. This is indeed a great challenge. 


Medical Department, 
Phillips Petroleum Company 
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Dizziness 


Canoga Park, California 


POSTCONCUSSION SYN- 
DROME—After an individual has sustained a 
true cerebral concussion and has recovered 
from the acute effects, the postconcussion 
symptoms begin to manifest themselves in a 
few days. These symptoms are usually pre- 
cipitated by physical activity. Varying inter- 
vals of time may elapse between the injury 
and the onset of symptoms. They are head- 
ache, dizziness, disturbance of vision, nervous- 
ness, fatigability, unilateral deafness and tin- 
nitus. We shall consider the neurological mech- 
anisms underlying the symptoms of headache 
and dizziness and the disturbance of vision 
which are sometimes associated because the 
question frequently arises as to the cause for 
the severity and persistence of these symptoms. 


Headache—Headaches vary from one 
patient to another in severity, localization, and 
in character but certain features are in general 
typical of the group. Patients generally com- 
plain of two types of headache, a generalized 
dull ache and a sharp stabbing pain which has 
its origin at the point of impact. These head- 
aches are precipitated by physical effort, pos- 
tural changes, fatigue, emotional upsets and 
are definitely aggravated by the imbibing of 
alcohol and excessive exposure to the bright- 
ness and heat of the sun. 

On the basis of observation on pathological 
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Mechanism of headache and dizziness in 


the postconcussion and cervical syndromes 


material from fatal cases as well as clinical 
patients, Courville concluded that the fluctua- 
tion of symptoms, such as headache, dizziness, 
confusion, are probably to be explained on the 
basis of instability of the vasomotor control 
of the vascular network of the meninges and 
brain which is no longer able to adjust itself 
quickly to the changing physiological require- 
ments of the brain tissue.’ 

Helfand showed that concussion produced 
in animals by blows to the head results in dis- 
turbances in the vascular pattern associated 
with areas of ischemia which are demonstrated 
by areas of cell loss.*, He was also of the 
opinion that loss of tigroid material in the 
ganglion cells as well as the complete dis- 
appearance of these cells from certain areas 
was a direct consequence of this regional circu- 
latory disorder. The changes resulting from 
circulatory impairment were also found at some 
distance from any area of gross contusion of 
the brain. The cause of the symptoms of the 
concussion and the postconcussion states were 
considered to be due to the widespread effect 
of the loss of vasomotor control which is a 
reversible physiological phenomenon. 

Areas of focal cell loss in the cortex are 


Read before the section of Psychiatry and Neurology 
at the meeting of the California Medical Association, San 
Francisco, February 24, 1959. 
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also found in the injured human brain regions 
entirely unrelated to any focal traumatic lesion. 
Then it would appear that if the general effects 
of traumatic shock can be excluded, the only 
reasonable explanation for such areas of focal 
cell loss is that of an ischemic episode pre- 
sumably produced by vasospasm.* 

Denny-Brown and Russell made a critical 
evaluation of the various aspects of concussion 
including an experimental study of the neuro- 
physiological aspects which accompany this 
state. They concluded that concussion causes 
a transient reflex paralysis of the vasomotor sys- 
tem; that when trauma is severe the vasomotor 
system is completely paralyzed, sometimes 
actually stimulated; that concussion is associ- 
ated with an increased flow of blood through 
the brain and brain stem; and, that there is no 
evidence of vascular spasm in the cerebral 
vessels during or immediately following con- 
cussion. 

In conclusion, concussion of a moderately 
severe degree is followed immediately by a 
paralysis of the vasomotor center along with 
that of other functional units of the brain. If 
the patient survives these primary effects vari- 
ous types and degrees of circulatory change 
occur in the brain and these changes persist 
for some time following the acute phase. The 
engorgement of the vessels in the overlying 
membrane of the brain, namely, the dura, 
which is sensitive to pain, puts the dura under 
tension thereby causing the types of headache 
characteristic of the postconcussion syndrome. 
The sensation of pain is conveyed from the 
dura through minute nerves to the vagus and 
hypoglossal nerves; and to the mandibular, 
maxillary and ophthalmic divisions of the tri- 
geminal nerve. 


Dizziness—The evidence now available 
would suggest that in concussion there is an 
increased flow of blood through the brain, and 
that there may be some increase in the oxygen 
consumption of the nerve cells.** If the latter 
condition is true, the increased metabolic 
activity of the nerve cells might account his- 
tologically for the loss of tigroid substance and, 
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clinically for the nervousness and irritability 
manifested by patients who have suffered con- 
cussion. Pure focal effects of anoxia in the 
form of acellular areas may follow, however, 
as a consequence of local vasospasm and as 
a part of the more widespread vasomotor dys- 
function. This local vasospasm which results 
in transitory ischemia may affect the labyrinth 
producing true vertigo, and cause focal anoxia 
in the brain tissue which may cause lighthead- 
edness. The severity of the dizziness would be 
in proportion to the degree of local vaso- 
spasm. 


Cervical Syndrome 


After an individual has received a sprain of 
the muscles of his neck due to an oscillatory 
type of injury, commonly termed a whiplash 
injury, the symptoms of the cervical syndrome 
begin to manifest themselves in a few hours 
as stiffness and pain in the muscles of the 
neck, sometimes extending down the back and 
shoulders; headache, dizziness, disturbances of 
vision, nervousness and easy fatigue may mani- 
fest themselves later. Agan, we shall consider 
the neurological mechanism underlying the 
symptoms of headache and dizziness with dis- 
turbance of vision which is sometimes asso- 
ciated. 


Headache—In every true case of sprain 
of the neck muscles in which the head and 
neck are involved in sudden hyperextension 
and hyperflexion, the upper cervical spinal 
roots and muscles have been subjected to un- 
natural movement, rotation or strain, and there 
may be some degree of cerebral concussion as 
well. Headache caused by any degree of con- 
cussion will be due to the postconcussion 
paralysis of the vasomotor center and the con- 
gestion of the cerebral vessels including those 
in the overlying dura. 

The second cervical root supplies most of 
the scalp (Figure 1). It is vulnerable to trauma 
because it is unprotected by pedicles or facets." 
The spinal accessory nerve is subjected to 
traction by an acute flexion, extension or tor- 
sion of the neck which results in spasm of 
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the trapezius and sternomastoid muscles. If 
the trapezius and suboccipital muscles, includ- 
ing the splenius capitis and semispinalis capitis 
are in spasm, traction is produced on the great 
occipital nerve as it pierces the fascial attach- 
ment of these muscles. Pains caused by the 


-second cervical root begin in the occipital area. 


They are often unilateral and extend to the ver- 
tex, temple, forehead and area behind the eye 
on the side of the injury. 

Contusions of the scalp over the occipital 
and parietal area.involving branching fibers of 
the occipital nerve, or local contusions of the 
frontal area involving branching fibers of the 
trigeminal nerve may cause severe persistant 
headache.* As a result of direct contusion to 
the ‘scalp there may also be involvement of 
the arteries resulting in focal necrosis of the 
arterial layers with inflammation to produce 
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FIGURE |. The second 
cervical root after leav- 
ing the C,-C, inter- 
space to become the 
great occipital nerve. 
After Selitz, E.: Cranio- 
cerebral Injuries and the 
Post concussion Syn- 
C-2 root -drome, Jour. Int. Col- 

lege of Sur. 27: 46-53, 
1957. 
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indurated, tender arteries which are very pain- 
ful, a condition known as traumatic arteritis. 

The mechanism by which pain extends to 
the temple, forehead and area behind the eye 
from injuries to the occiput and the neck has 
been explained by Skillern.* His description 
of the relationship of the occipital and tri- 
geminal nerve by way of the spinal fifth tract 
in the medulla is based upon clinical findings. 
He found that procaine block of the occipital 
nerve temporarily abolished pain and section 
of the occipital nerve completely abolished 
the trigeminal pain. 

He describes a synapse which exists between 
the great occipital and trigeminal nerves in the 
spinal fifth tract in the medulla. The sensory 
fibers from the three divisions of the trigeminal 
nerve which descend into the spinal fifth tract 
reach their respective levels in inverse order, 
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the lowest being the ophthalmic. These fibers 
terminate at the level of the terminal fibers of 
the second cervical nerve and accordingly re- 
ceive painful impulses from the great occipital 
nerve (Figure 2). 


Dizziness—The patient who has a sprain 
of the cervical muscles may also experience 
dizziness. The descending tract of the trigemin- 
al nerve may extend as far downward as the 
fourth or fifth cervical segment. Sensory im- 
pulses of pain from the muscles of the head, 
face and upper neck are received in this struc- 
ture and are relayed to cells in the reticular 
formation. From these cells reticulospinal fibers 
descend into the spinal cord to synapse with 
cells of origin for sympathetic fibers which 
accompany the internal carotid artery and its 
branches to the vestibulocerebellar system and 
the labyrinth. Painful stimuli by these path- 
ways produce circulatory effects in the laby- 
rinth which sets up reflexes to the vestibular 
nuclei which result in unsteadiness and nausea. 


FIGURE 2. 


Sensory impulses from the vestibular nuclei to 
the temporal lobes produce reflex dizziness. 


Disturbance of Vestibular Function 


Giddiness, unsteadiness, and occasionally 
nausea, may occur in the post-concussion or 
cervical syndrome. Some patients have diffi- 
culty in focussing their eyes. It has long been 
recognized that disturbance of vestibular func- 
tion sometimes follows craniocerebral and 
cervical injuries, particularly those of severe 
degree. It has been learned that brain con- 
cussion alone may produce its own vestibular 
symptoms without the occurrence of a frac- 
ture of the skull. And, in cases of concussion, 
many patients have symptoms which suggest 
vestibular damage.'’ It has also been recog- 
nized that concussion of the brain is at times 
associated with concussion of the labyrinth." 
In such instances transitory nystagmus has 
occurred in as high as seventy percent of cases 
even when no disturbance of the induced laby- 
rinth function can be found (Figure 3). Such 


The synapse between the great occipital nerve and the trigeminal 


nerve. After Skillern, P. G.: Great Occipital-Trigeminus Snydrome as Revealed 
by Induction Block, Arch. Neurol. and Psychiat. 72: 335-340, 1954. 
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TEMPORAL 
LOBE 
FIGURE 3. The nerve 


pathways from the laby- 
rinth to the posterior lon- 
gitudinal bundle, tempo- 
ral lobe and cerebellar 
nuclei which induce nys- 
tagmus, dizziness and 
nausea. After Jones, |. H. 
and Fisher, L.: Equilibrium 


and Vertigo, 444 pp. 
J. B. Lippincott Co., Phil- 
adelphia 1918. 


nystagmus may be found only after a quick 
posterior dislocation of the head. It has also 
been observed that there is selective loss of 
tigroid material in vestibular nuclei after ex- 
perimental concussion.'? Along with the con- 
cussion of the labyrinth, there may also be an 
effect from vasomotor disturbance of the cir- 
culation to the vestibulocerebellar system re- 
sulting in vertigo, unsteadiness and nausea. 
Symptoms of true vertigo do not persist 
long after the injury in simple concussion, 
although abnormal responses to caloric tests 
may be found in patients who have no com- 
plaints referable to the vestibular apparatus.'* 
According to Glasser the typical picture in 
the postconcussion state consists of normal 
spontaneous responses, or normal or subnor- 
mal nystagmus after turning; but normal or 
exaggerated responses from the horizontal 
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canals; normal or subnormal sensation of mo- 
tion, and absent or subnormal past-pointing 
responses.'* It seems clear that the only man- 
ner in which the presence or absence of vestibu- 
lar involvement could be established would be 
to carry out vestibular tests after injury to the 
head or neck. 

Harrison emphasizes the importance of dam- 
age to the otolith apparatus as a cause of 
vertigo after head injury and demonstrates test- 
ing for positional nystagmus which is brought 
about by a quick posterior dislocation of the 
head which produces nystagmus associated with 
vertigo.’® It is usually rotational with a hori- 
zontal element. The rapid component of the 
nystagmus is toward the under ear. On sitting 
up the nystagmus may be in the opposite direc- 
tion. Caloric responses are by no means con- 
sistently present. 
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It is now understood that the original vio- 
lence of traumatic injury to the head and neck 
is responsible for a double effect on 

(1) nerve cells with loss of or impaired 
consciousness, and other neurological phe- 
nomena for a short time usually, and 

(2) a vasomotor dysfunction resulting in an 
irregular cerebral circulation. This dysfunction 
may have its origin either in the vasomotor 
center or be the result of some peripheral effect 
on the blood vessels themselves. The symptoms 
characteristic of the postconcussion syndrome 
are very likely the result of this disturbed 
circulation. 
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Non-Steroid 
Management 
of Bronchial 

Asthma 


FREDERICK KESSLER, M.D., F.A.C.A. 
New Haven, Connecticut 


are invaluable in 
intractable asthma. But, in addition to the 
easily observed side-effects, their latent adverse 
effects on adrenal function, on resistance to in- 
fection and in children, on growth, are dan- 
gers of truly forbidding magnitude. Hence 
medical literature is replete with emphatic 
warnings to avoid corticosteroids unless the 
asthma is indeed intractable to all other 
measures of control.’ 

This is a clinical report of a method which 
has greatly reduced the need for corticosteroids 
in a private practice of allergy. It has permitted 
withdrawal of steroids in over fifty percent of 
the patients having this therapy at the time 
treatment was instituted. Perhaps of equal im- 
portance, it has speeded and increased the 
number of favorable responses to allergy man- 
agement. 


Clinical Material 


A total of sixty-two patients was treated. 
Age distribution is given in Table I. They are 
reported in two groups: 
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Group A. Forty-five patients coming under 
management since the preliminary report’ on 
this type of management. 

Group B. A follow up of seventeen patients 
whose early response was previously reported.° 

The severity of the asthma in these patients 
is typical of those referred to the allergist and 
is illustrated by the data in Tables II and III 
(taken from the initial histories of the forty- 
five patients in Group A). 

Only two patients were symptom-free be- 
tween seasonal attacks. When first seen, the 
remaining (including the patients on steroids 
prior to their use) presented a history of 
frequent, and in most instances, daily wheezing, 
coughing and dyspnea between acute flare-ups. 

Vital capacities were obtained in twenty 
emphysematous patients prior to treatment. 
These data are shown in Table III. 


Method 


Thorough physical examinations and com- 
plete work-ups relative to possible allergic 
manifestation were done in all patients. Offend- 
ing allergens were removed from the environ- 
ment when possible, and attempts were made to 
minimize contact with allergens which could 
not be avoided entirely. 

Hyposensitization was undertaken whenever 
feasible. Iron, vitamins, thyroid, or other sup- 
portive treatment were prescribed when indi- 
cated. Acute infections were treated with anti- 
biotics. Infected tonsils and adenoids were re- 
moved and other chronic infections were 
treated appropriately (e.g. with autogenous 
vaccines). The only way in which the manage- 
ment of these patients differed from my former 
practice, or from common management of al- 
lergic conditions, was in the symptomatic aid 
employed. 

Hyposensitization treatment brought most 
of the patients into the office at regular inter- 
vals. Others maintained telephone contact at 
weekly intervals. Patients were questioned 
closely on acute attacks, degree of wheezing, 


From the Department of Allergy, St. Raphael's Hos- 
pital, New Haven, Connecticut. 
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dyspnea, retrosternal tightness, and coughing, 
and for side-effects of the medication. All pa- 
tients were examined thoroughly at periodic 
intervals. A vital capacity after a period of 
treatment was obtained in some patients. All 
subjective and objective information was re- 
corded. 


Rationale of Symptomatic Aid Employed 


Effective symptomatic control is of prime 
importance to successful allergy management. 
Many so called failures in the management of 
asthma occur for two reasons: 

(1) lack of patient cooperation in the regi- 
men (in turn due to the feeling that progress 
is not being made if adequate relief is not pro- 
vided ) ; 


TABLE | 
Ages at Start of Treatment 
Age Group No. of Patients 
4-14 9 
15-30 6 
31-45 17 
46-60 20 
61-77 10 
62 Total 
TABLE I! 


Hyposensitization previously attempted 


unsuccessfully 7 (18%) 
Patients hospitalized for status one or 

more times 11 (24%) 
Patients with emphysema 30 (67%) 
Patients on steroids at time of referral 11 (24%) 


TABLE 


Vital Capacity of 20 Patients with Chronic 
Asthma and Emphysema Before Treatment 


30% to 50% of Normal—6 Patients 
51% to 60% of Normal—6 Patients 
61% to 70% of Normal—S Patients 
71% to 80% of Normal—3 Patients 
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(2) the clinical response to hyposensitization 
is impeded when bronchial tissue is subject to 
assaults of acute attacks, labored respiratory 
effort, coughing and forced expectoration. Each 
flare-up makes the next one more easily “trig- 
gered.” Conversely, relief of aggravation of 
bronchial tissue aids the response to allergic 
procedures. 

I have had my share of disappointing results 
in the past when I used a large number of sym- 
ptomatic remedies. I attribute the vastly su- 
perior response more recently obtained with 
orthodox allergy management of allergic mani- 
festations, to the better relief provided by 
tational use of a single effective drug in place 
‘of a variety of remedies previously employed 
empirically. 

There are hundreds of preparations, “ethi- 
cal” and otherwise, for relief of asthma and the 
asthmatic patient usually has several of them 
in his medicine cabinet. Of the basic ingredients 
those of major importance fall in two cate- 
gories: the sympathomimetic drugs and the 
xanthines. Epinephrine is the most effective 
sympathomimetic known. Subcutaneous ad- 
ministration usually promptly terminates the 
acute attack. Ephedrine is not effective in the 
acute attack. Of the xanthines, theophylline is 
most effective. Intravenous administration (as 
aminophylline) usually promptly terminates the 
acute attack and it is often effective in the 
patient who has temporarily lost responsiveness 
to epinephrine.* 

Drugs which must be administered parenter- 
ally are impractical for relief of very frequent 
attacks or for control of chronic symptoms. But 
a new liquid preparation of theophylline* 
(Elixophyllin®) has been shown to provide 
I.V. theophylline blood levels in fifteen minutes 
following its oral administration." When this 
preparation was used in place of I.V. amino- 
phylline, attacks were terminated in ninety-one 
of one hundred and seven patients in ten to 
thirty minutes." (Each 15 ml. of Elixo- 
phyllin contains 80 mgm. of theophylline in 


* Elixophyllin® (Sherman Laboratories, Detroit, Mich 


gan). 
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TABLE IV 
Clinica| Evaluation of Results 


EXCELLENT | 29 (65%) 
8 (18%) 

FAIR 5 (11%) 
UNSATISFACTORY 3 (6%) 


TABLE V 
Vital Capacities 


(Expressed in Percent of Normal!) 


AT START OF AFTER 
TREATMENT TREATMENT 

57% 70% 

65% 78% 


44% 60% 
46% 75% 
50% . 50% 
31% 54% 


a vehicle containing twenty percent ethyl alco- 
hol.) 

Mean theophylline blood levels reach their 
highest point one hour after administration of 
Elixophyllin.’ After absorption, theophylline is 
slowly eliminated for over eight hours.'' Elixo- 
phyllin given at eight-hour intervals has for its 
objective constant maintenance of theophylline 
blood levels in the therapeutic (1.V.) range. It 
would be expected that if theophylline blood 
levels could be maintained in the range known 
to be effective in terminating the acute attack 
that patients subject to frequent attacks would 
be protected against them; and that patients 
with chronic wheezing and dyspnea would be 
greatly relieved of these symptoms. This is the 
rationale for the use of Elixophyllin and these 
expectations were largely realized. 

Symptomatic aids for relief of asthma, other 
than Elixophyllin, were almost entirely dis- 
continued. Sedatives were used in a few cases 
and patients on steroids at the start of treat- 
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ment were continued on them initially. The 
dose of steroids was gradually reduced and the 
drug finally withdrawn when possible. Anti- 
histaminics were employed when indicated for 
relief of hayfever symptoms. Potassium iodide 
was used in three patients. Elixophyllin was 
usually prescribed on one of the two following 


dosage plans: 


1. For the Occasional Acute Attack: 
(single dose as required for patients 
who rarely experienced more than one 
attack in any day and whose chronic 
symptoms were slight or absent) 
Adults—75 ml. (5 tablespoonfuls) as 
needed for acute attacks. 

Children—1 ml. per kilo of body 
weight. 


. For Prophylaxis Against Acute Attacks 
and for Relief of Chronic Symptoms: 
For first two days 45 cc. q 8 h—be- 
fore breakfast, at 3:00 p.m. and at 
bedtime. 
For maintenance thereafter—30 cc. 
doses on above schedule (in patients 
of average weight). 
When free of attacks and essentially free 
of symptoms for several weeks the medi- 
cation was omitted and resumed only if 
allergen exposure, weather, or respiratory 
infection caused re-emergence of symp- 
toms. In many cases, resumption of medi- 
cation was on a p.r.n. basis (Dosage Plan 
No. 1). 


Results 
Group A. In making a clinical evaluation of 
results, the original status of the patient and 
prior history must be considered in relation to 
his present condition. The case histories which 
follow on page 1303 illustrate the findings on 
which the classification of results (in Table 
IV) are based. 

The degree of improvement in emphysema 
is reflected in the vital capacity data obtained 
in nine patients after one to several months 
of management (Table V). 
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TABLE Vi 
Eleven Patients Being Given Corticosteroids 


Entirely Discontinued ....... 6 (55%) 
Used Polien Season for Hayfever 

Used Occasionally for Asthma Relief ............ 2 (18%) 


In addition, one patient not on steroids at time of 
referral, was placed on steroids and Elixophyllin at start 
of treatment (2 months ago) and no attempt yet has 
been made to eliminate the steroid from her management. 


TABLE Vil! 
Need of Elixophyllin After Two Years Management 


NONE NEEDED 3 (19%) 


(No symptoms. At start, one had 
mild asthma of one month duration; 
two had moderately severe asthma of 
three and four years duration, re- 


spectively.) 


RARELY OR OCCASIONALLY 
NEEDED 10 (62%) 


(Flare-ups of wheezing or mild at- 
tacks experienced only a few times a 
year, chiefly when suffering from 
upper respiratory infection. Previ- 
ously, all had been subject to two or 
more severe attacks weekly. In two, 
asthma is of over twenty years dura- 
tion and complicated by emphysema. 
Six had chronic bronchitis. Four had 
been on steroid therapy. Two formerly 
subject to frequent status attacks, 
have had no status since start of 
treatment with Elixophyllin. ) 


USED DAILY 3 (19%) 


(Medication omitted only occasion- 
ally. Previously suffered one to three 
severe attacks daily. One, subject to 
frequent status episodes, has had none 
since start of management with Elixo- 
phyllin. Two have emphysema. One 
had been on prednisolone. One has 
had no attacks in two years. Attacks 
now rare in all of them, but chronic 
symptoms require Elixophyllin for 
relief.) 
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Status Asthmaticus 


Eleven patients had a history of one or 
several episodes of status asthmaticus. Only 
two patients experienced status asthmaticus 
after Elixophyllin therapy was initiated. In one 
case it developed as a complication of lobar 
pneumonia. In the other patient, the episode 
occurred while in another city. 


Use of Corticosteroids 


The eleven patients on daily therapy with 
corticosteroids for asthma at the time of re- 
ferral, fared as shown in Table VI in regard to 
continuation of the therapy. 


Group B. Increasing or decreasing need for 
symptomatic relief provides a good measure of 
the deterioration or arrest of the asthmatic con- 
dition. The seventeen patients first reported in 
March 1957, were started on complete man- 
agement for allergic manifestation and Elixo- 
phyllin over two years ago. One of these pa- 
tients was unable to take Elixophyllin. The re- 
sults in the remaining sixteen is expressed in 
Table VII in terms of current use of Elixo- 
phyllin (the only symptomatic aid used by 
these patients). 


Side-Effects 


Two of the forty-five patients in Group A 
and one in Group B were unable to tolerate 
Elixophyllin. In these three cases nausea ap- 
peared almost immediately with the initial dose 
and seemed to be related to a personal aversion 
to the alcoholic vehicle of Elixophyllin and not 
to gastric irritation. In essence, these patients 
refused to take the medication. 

Nausea and vomiting occurred in eight other 
patients in Group A. In six cases the vomiting 
occurred after the patients took several doses 
repeated at four or six hours instead of at eight 
hour intervals. In one patient severe vomiting 
occurred because the patient had also been ad- 
ministered aminophylline suppositories without 
my knowledge. Theophylline is slowly elimi- 
nated from the blood stream, hence, doses re- 
peated more frequently that eight hours have 
cumulative effects which may result in toxic 
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blood levels. The early signs of excessively 
high theophylline blood levels are nausea and 
vomiting.'®. The vomiting in these patients 
appeared to be from central effects and not 
from gastric irritation. After a short period 
of omission these patients were able to continue 
with the Elixophyllin taken at eight-hour in- 
tervals. The one patient in whom vomiting 
occurred with doses at eight-hour intervals was 
under average weight, and had the symptoms 
of asthma well controlled and no nausea or 
vomiting when doses were reduced to twelve- 
hour intervals. There were no other side effects 
in any of the patients. 


Discussion 

Elixophyllin is an oral theophylline prepara- 
tion which provides I.V. blood levels in fifteen 
minutes. Hence, like I.V. aminophylline, it 
usually promptly terminates acute asthmatic at- 
tacks. Unlike I.V. aminophylline, the disturb- 
ing symptoms attending intravenous adminis- 
tration are never encountered. Severe attacks 
usually respond to Elixophylline in ten to 
twenty minutes and gastric distress to the dose 
employed in the acute attack—equivalent to 
500 mgms. of aminophylline for the adult—is 
extremely rare. 

Theophylline is a slowly eliminated drug. 
After I.V. aminophylline, when the total dose 
is introduced in the blood stream in ten min- 
utes, there is a straight line decline of blood 
levels until eventual disappearance at the ninth 
hour.'' Elixophyllin blood curves closely 
parallel those of I.V. aminophylline.’ Hence, 
adequate doses spaced eight hours apart pro- 
vide effects comparable to I.V. injection at 
eight-hour intervals. Therapeutic blood levels 
can be achieved quite constantly night and day, 
and at the same time, the risk of cumulative 
effects and central nausea is usually avoided. 
When nausea or vomiting occur a reduction in 
size of doses or increase of dosage intervals 
prevents recurrence and permits continued con- 
trol. Theophylline “fastness” was not encoun- 
tered in any of the patients, but a few severe 
attacks resulting from overwhelming exposure 
to allergens did not respond to the medication. 
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The rapid absorption and lack of gastric 
irritation of Elixophyllin® are unique properties 
and are in contrast to those of other theo- 
phylline preparations which we have had avail- 
able to us before. When administered orally, 
theophylline, aminophylline, choline theophyl- 
linate, and other salts of theophylline are ab- 
sorbed slowly and with wide variation from 
patient to patient.’' Because of the doses com- 
monly employed (to avoid gastric irritation) 
and the poor and erratic absorption character- 
istics of these compounds, therapeutic blood 
levels are seldom achieved following oral ad- 
ministration of the usual doses employed."' 
This is clinically evident by the fact that these 
compounds are seldom employed orally by 
themselves in bronchial asthma. Ephedrine or 
other sympathomimetic drugs are incorporated 
with them. If therapeutic theophylline blood 
levels were reached with the use of these 
preparations the ephedrine would be super- 
fluous, because therapeutic theophylline blood 
levels obtained with I.V. aminophylline relieve 
acute attacks which do not respond to ephe- 
drine. 

Data on levels of the drug in the blood show 
that absorption from rectal administration of 
theophylline compounds is even more irregular 
than from oral administration."’: '* Because the 
absorption is so unpredictable, it can be a 
dangerous method of administration, especially 
in children.'* Thirty-seven instances of acute 
theophylline poisoning with eleven deaths have 
been reported in children from the cumulative 
effects of administration of suppositories.**"* 

When therapeutic levels are maintained 
quite constantly by administration of Elixo- 
phyllin, acute attacks are prevented and great 
relief from the chronic symptoms of asthma is 
afforded. The use of auxilliaries diminishes in 
proportion to the constancy with which thera- 
peutic blood levels can be maintained. Indeed, 
the response may be regarded as a clinical 
measurement of the degree of success obtained 
in maintaining therapeutic blood levels. 

Gratifying, quick and sustained relief is 
usually provided with the first dose of Elixo- 
phyllin. This impresses the patient; and with his 
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symptoms well controlled, he is less anxious 
and more cooperative with the disciplines 
imposed by management of his allergic mani- 
festation. But these factors, important as they 
are, do not entirely account for the greater and 
faster success obtained with hypositization pro- 
cedures in patients on therapy with Elixo- 
phyllin. I feel this is due largely to a physio- 
logical factor: the sparing of bronchial tissue 
from the assaults of bronchospasm, coughing 
and forced expectoration. The need for Elixo- 
phyllin usually diminished steadily as manage- 
ment of allergic disease and nature were thus 
aided by lessened bronchial irritation. 

This clinical improvement is not obtained 
with therapy with steroids which not only sup- 
presses symptoms, but also suppresses specific 
antibody production. When this natural de- 
fense against infection is hindered by steroids 
in the patients whose asthma is caused by or 
complicated by respiratory infection, the prog- 
nosis is worsened. It would seem, too, that 
hyposensitization procedures which are de- 
pendent upon the antibody production mechan- 
ism would be impeded. Perhaps the greatest 
danger of steroid therapy is impairment of 
adrenal function, vital to the patient’s re- 
covery from asthmatic attacks. Steroids are 
essential therapy for some patients, but no 
patient should be deemed a candidate for 
hormone therapy without a thorough attempt 
to control his asthma with Elixophyllin and 
orthodox management of allergic patients. 

Of the sixty-two patients reported here only 
one was placed on therapy with steroids by the 
author. This is a temporary measure and the 
steroid will be withdrawn when it is feasible to 
do so. Of eleven patients on steroids on re- 
ferral, it has been possible to entirely dis- 
continue their use in six and to greatly reduce 
their use in the five others. 

The following are case histories illustrating 
the basis of classification (Table IV). 


Examples of “Excellent” Classification 
PATIENT: A. M., age 54, F., Weight 148. Mixed 


intrinsic and extrinsic asthma; 12 years 
duration. 
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Acute: Attacks once or twice a day in spring and 
summer; less frequent in fall; infrequent 


in winter. 

CHRONIC: Persistent cough; wheezing and dyspnea 
on exertion. 

Priok THERAPIES: Ephedrine-xanthine-barbital 


tablets; aminophylline 1.V., and per rec- 
tum; epinephrine subcu; later cortisone, 
hydrocortisone, A.C.T.H. 

PHysicaAL FinpINGs: Marked emphysema. Vital 
capacity 65% or normal. Tests showed 
sensitivity to pollens, dust, molds, foods 
and bacteria. 

THERAPY: Hyposensitization and Elixophyllin. 
Initially 75 ml. p.r.n., for attacks. Then 
standard maintenance dose. Steroids grad- 
ually withdrawn. Lost all symptoms of 
asthma. Therapy discontinued. Symptoms 
recurred after severe cold. Maintenance 
dose resumed, and again freed from signs 
of asthma. Vital capacity increased to 
78% of normal. Medication now only oc- 
casionally needed. 


PaTIENT: A. E., age 8, M., Weight 90 lbs. Mixed 
intrinsic and extrinsic asthma; three years 
duration. 

Acute: Attacks frequent during pollen season; 
occasionally with a “cold,” or on exposure 
to dust or on exertion. 

CHRONIC: Coughing and wheezing every morn- 
ing. 

PRIOR THERAPIES: Hyposensitization attempted 
unsuccessfully. Antihistaminics. Barbital 
and ephedrine mixture. Poor relief. 

PHYSICAL FINDINGS: Sensitive to pollens, dust, 
molds and bacteria. Chest barrel shaped. 
Increased markings throughout lung. 

TuHeraPy: T. & A. Antihistaminics in hayfever 
season. Hyposensitization and_ Elixo- 
phyllin. 30 ml.—relief in 10 to 12 min- 
utes. Dose night and morning prevented 
attacks of asthma and wheezing. Medica- 
tion discontinued after six months. Has not 
had any more attacks. 


PATIENT: V. M., age 57, F., Weight 85 Ibs. 
“Mixed” asthma; four years duration. 

ACUTE: Frequent attacks, once to twice a day to 
once or twice a week. 

CHRONIC: Persistent cough. Dyspnea on exertion. 
Angina pectoris. Hayfever. 

PrioR THERAPIES: Nitroglycerin; steroid-anti- 
histiminics ophthalmic solution, antihista- 
minics orally. 

PHYSICAL FINDINGS: BP 160/110 Hemoglobin 
85%. Heart slightly enlarged. Increased 
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bronchial markings. Emphysema. Vital 
capacity 45% of normal. Sensitive to pol- 
lens, dust, molds and bacteria. Angina 
pectoris diagnosed by cardiologist several 
years ago. 

THERAPY: Hyposensitization, nitroglycerin and 
Elixophyllin. Antihistamine in season. 
Initially (smaller dose because under- 
weight) 60 ml. relieved acute attacks in 15 
to 25 minutes, but patient mistakenly re- 
peated this dose every four hours, fol- 
lowed by nausea and vomiting. 
Maintenance dose 30 ml. qu 8 h. Almost 
eliminated asthmatic attacks except when 
exposed to massive amount of pollens. No 
recurrence of nausea. Greatly reduced 
angina pectoris attacks. Now taking 3 to 4 
nitroglycerin daily. Formerly had to take 
20 to 30 a day. Pain in angina attacks is 
less severe—no pain in arms during angina 
attacks since taking Elixophyllin. Patient 
says she “feels like new.” Second vital 
capacity determination refused. 


Examples of “Good” Classification 


PATIENT: L. D., age 33, F., Weight 134 Ibs. 
“Mixed” asthma; four years duration. 

ACUTE: Occasional attacks following a cold. 

CHRONIC: Persistent coughing and wheezing. 
Asthmatic bronchitis. Hayfever. 

PRIOR THERAPIES: Epinephrine subcu; amino- 
phylline suppositories; several “different” 
brands of ephedrine-xanthine barbital 
preparations; antibiotics; antihistaminics; 
Meticortelone, hydrocortisone. 

PHYSICAL FINDINGS: BP 122/70 Hg 80%. Tonsils 
small, fibrotic, cryptic. Adenoids mod- 
erately enlarged. Increased bronchial 
markings. Possibility of bronchiectasis. 
Vital capacity 46% of normal. Sensitive to 
pollens, house dust, foods and bacteria. 

THERAPY: Hyposensitization, antihistaminics, ton- 
sillectomy and Elixophyllin. 

Initially 75 ml. p.r.n. Relief dramatic, but 
one status asthmaticus episode developed 
due to lobar pneumonia and did not re- 
spond to Elixophyllin. 

Maintenance dose then given. Wheezing 
and chronic symptoms greatly relieved. No 
further acute attacks since. 

(Classed as good, rather than excellent, 
because of the status episode. ) 


PATIENT: R. B., age 41, F., Weight 116 Ibs. Ex- 
trinsic asthma; six years duration. 
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ACUTE: Frequent severe attacks, round the year, 
especially at night. 

CHRONIC: Wheezing. Hayfever. 

PrRioR THERAPIES: Antihistaminics, hydrocorti- 
sone, Meticortelone. 

PuysicaL FinpinGs: Highly sensitive to pollens, 
dust, molds, bacteria, several foods, Typi- 
cal asthmatic chest. 

THERAPY: Antihistamines during hayfever season. 
Occasionally Meticortelone in hay fever 
season. Hyposensitization. Elixophyllin. 
75 ml. effective within 15 and 25 minutes 
for moderate and severe attacks, respec- 
tively. Once repeated at 4 hours intervals 
caused vomiting. Maintenance Dose — 
Excellent response, no more attacks of 
asthma. Discontinued regular dose and 
now takes as needed—once or twice a 
week. 

Emotional attacks aborted by taking when 
prodromal signs appear with stress. 
(Because steroids still used in hayfever 
season, classed as good, rather than excel- 
lent.) 


Example of “Fair” Classification 


PATIENT: J. K., age 6, M., Weight 39 Ibs. Mixed 
intrinsic and extrinsic asthma; 512 years 
duration. 

ACUTE: Subject to very severe attacks during hay 
fever season and when the patient has a 
cold. Had two status asthmatic attacks 
prior to initiation of therapy. 

CHRONIC: Fall hay fever. Persistent coughing. 

PRIOR THERAPIES: Various ephedrine-xanthine- 
barbital tablets. Barbital. 

PHYSICAL FINDINGS: Increased markings of bron- 
chial tree. Very sensitive to pollens, dust, 
molds and bacteria. Mild agammaglobu- 
linemia. 

THERAPY: Hyposensitization. Gammaglobulin 
monthly. Vitamins. Antihistamines p.r.n. 
Elixophyllin. Acute: 15 ml. effective in 10 
to 15 minutes. If given every six hours or 
more frequently, vomiting occurs. Given 
every 8 hours, p.r.n., no vomiting, cough- 
ing or wheezing. At first did not prevent 
attacks of asthma when exposed to pollens. 
Since October, 1957 has had no more at- 
tacks, but developed croup with colds and 
other upper respiratory infections. In 
general, greatly improved. No status epi- 
sodes since start of therapy. 
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Classed as “Unsatisfactory” 

Two patients refused to take Elixophyllin 
after the first dose or two and are rated un- 
satisfactory. The third patient’s case history is 
given. 


PATIENT: R. P., age 43, F., Weight 99 Ibs. Mixed 
asthma with pronounced psychogenic ele- 
ment; twenty years duration. 

ACUTE: Very frequent, severe attacks, Hospital- 
ized several times. 

CHRONIC: Persistent wheezing, Hay fever. 

PRIOR THERAPIES: Apparently everything, includ- 
ing steroids and immunization, without 
help. 

PuysicaL Finpincs: BP 100/60. Hemoglobin 


1. Elixophyllin® is a rapidly absorbed and 
well-tolerated theophylline preparation; its ef- 
fectiveness is comparable to 1.V. aminophylline 
in the acute asthmatic attack. 

2. When administered at eight-hour inter- 
vals, acute attacks are largely prevented and 
relief of chronic symptoms is provided. 

3. The symptomatic aid provided by Elixo- 
phyllin expedites allergic management and in- 
creases its effectiveness. In a group of sixty-two 
typical asthmatic patients, the results were un- 
satisfactory in only four patients; in three of 
these instances, the patients had a personal 
aversion to the alcoholic vehicle and had to be 
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245 Edwards Street 


CLINI-CLIPPING 


Cervical rib and the scalenus anticus syndrome. The normal diagram shows the 
anatomical relation of the vertebrae, the brachial plexus, the subclavian artery and 


the anterior scalenus muscle. 


A. Compression of the artery and nerves against the first rib by an abnormal lift 
of the rib by the muscle. Scalenus anticus section relieves the compression. 

B. Compression of the artery and nerves by excessive muscular development of 
the anterior scalenus muscle. Section of the muscle relieves the compression. 

C. Compression of the artery and nerves against the fibrous prolongation of a 
short cervical rib. Section of the fibrous prolongation relieves the compression. 

D. Elevation of the brachial plexus only by a short cervical rib. Removal of rib 


relieves the nerve disturbances. 


E. Displacement upward of the artery and nerves by cervical rib more than 5 cm. 
long which fuses with the Ist thoracic rib. Removal of the rib relieves the condition. 
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COLITIS 


A Brief Review 


F. VOGEL, M.D. 
Brooklyn, New York 


Piri the strict meaning of 
the word—means inflammation of the large in- 
testine. Trying to subdivide this condition into 
groups we may speak of an infectious and a 
non-infectious (or reactive) colitis or we may 
differentiate the edemato-ulcerous types from 
the granulomatous colitis. 

Proctologists are concerned with the infecti- 
ous type just as much as with the reactive form, 
and we have to differentiate them in our diag- 
nosis in order to determine proper therapy. A 
thorough history is taken, the stage of health of 
the patient is observed; but our main tool of 
diagnosis is the sigmoidoscope. Various lab- 
oratory tests, as blood counts, urine analysis, 
and examination of feces are necessary; Roent- 
genogram by barium enema and possibly air 
contrast complete the diagnostic procedure. 
Colitis does not always involve the entire colon. 
It may affect parts of it either selectively in 
areas of predilection, or involve only a part 
of the colon at the onset and expand from there, 
This shall be discussed later. The main areas 
of predilection are: the rectum; the sigmoid; 
and the caecum. 

The chief symptom of inflammation of the 
colon is —as a rule—a dysenteric disorder 
manifested by diarrhea; intestinal bleeding; 
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constipation; pus, and possible obstruction. 
There is abdominal or anorectal distress. There 
may be involvement of the perianal skin. There 
may be anemia; anorexia; general debility, or 
psychoneurotic disturbances. In chronic or 
milder instances of the disease, there may be 
only vague abdominal distress, intermittent 
headache or moderate general malaise. 


Infectious Colitis 

Bacillary dysentery is caused by several 
strains of organisms. The chief groups, named 
after their discoverers, Shiga-Kruse; Flexner; 
Sonne; Duval; and Strong. Epidemics are said 
to change in thirty year cycles with one of 
these groups predominant. We are said to 
be in the cycle of the Duval Bacillus. The 
disease may be acute or chronic. The mucous 
membrane and then the submucosa is invaded. 
Necrosis destroys the Lieberkuehn’s follicles 
and blood vessels causing ulceration and bleed- 
ing. The acute disease is fulminating with 
fever; diarrhea; loss of blood, electrolytes and 
water. Sigmoidoscopy shows violent involve- 
ment of the entire mucous membrane with 
edema, hyperemia, irregular bizarre ulceration, 
pus and blood. Bacteriologic tests are used to 
confirm the clinical diagnosis. 

Amebic dysentery is caused by the ameba 
histolytica Schaudinn, named for its ability to 
destroy red cells which may be found ingested 
within this protozoan. The disease is wide- 
spread. It is endemic in the United States and 
even in this city ten percent of the population 
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are presumed to be infected, if not diseased. 
This is a water-borne disease. 

The epithelium of the colonic mucous mem- 
brane is attacked; through Lieberkuehn’s 
crypts the basement membrane is passed into 
the submucosa and ulcers are formed by a cy- 
tolytic ferment. On sigmoidoscopy ulcers of 
various size are found embedded in an other- 
wise normal mucous membrane. They may be 
tiny or large; they are sharp-edged, the edges 
slightly undermined and have a pseudo-mem- 
braneous floor. The diagnosis is confirmed 
with laboratory examination of the material 
scraped from ulcers or obtained from purged 
feces. Much skill is required to recognize the 
hystolytic ameba; other amebae are non-patho- 
genic, however, frequently in symbiosis with 
Schaudinn’s ameba. Lately, it has been claimed 
that some of them may be pathogenic in their 
own right causing a mild form of colitis. The 
ameba has to be differentiated from certain 
leukocytes which look very much like it and 
may be present in non-specific ulcerative colitis. 
A complement fixation test for amebic dysen- 
tery which is of limited value may be used. 
Note that the clinical picture of amebic dysen- 
tery is not always found. Frequently the bleed- 
ing arises from small, easily traumatized areas 
of the lower anterior rectum. Frequently even 
this cannot be found. If the entire colon is not 
involved, ulceration may be seen only in the 
rectum, the sigmoid, transverse colon, and the 
caecum. The complications are liver, lung and 
brain abscesses. 

Amebiasis may appear in granulomatous 
form; the ameboma. Differential diagnosis 
from other tumors is essential as surgical treat- 
mant may be unwise. 

Schistosomiasis or Bilharziasis is caused by 
a trematode (or fluke) which needs certain 
snails as host in order to afflict man. For- 
tunately, these snails do not occur within the 
United States so that the disease, though re- 
cently imported by natives of Puerto Rico 
and by veterans, cannot spread here. Vari- 
ous strains of Bilharziasis use various types of 
snails which are at home in Africa, Asia, Tropi- 
cal South America, the Philippines, and Puerto 
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Rico. The Mansoni strain is found among 
Puerto Ricans. The Bilharzia enter the body 
through the skin, travel through lymph and 
blood channels to the liver, where they cause 
a pipe stem cirrhosis; their eggs pass into the 
intestinal canal and produce dysenteric symp- 
toms. In the intestines, chiefly the colon, they 
cause thickening of the mucous membrane; 
susiace irregularities in patches; polyps; and 
if these slough, ulcers; also pericolonic granu- 
lomata. There may be diarrhea, bleeding, gen- 
eral malaise, fever. Sigmoidoscopy may or may 
not show ulcerations, granular surface patches, 
or there may be no macroscopic change at all, 
in which case biopsy is necessary for diagnosis. 
Biopsy is taken from the edge of a rectal valve. 
Eggs may or may not be found in the feces. 
The complications are invasion of the lungs or 
brain. 

Gonorrhea of the rectum occurs usually in 
homosexuals. It is caused by infection with 
the gram-negative diplococcus Neisserii. There 
is acute fulminating proctitis with thick yellow 
pus. Sigmoidoscopy may be difficult because 
of sphincter spasm and a painful reaction. 

Syphilis of the colon and rectum is infre- 
quent. It is caused by the Spirocheta pallida. 
There may be a primary anal chancre; condy- 
lomata lata; in the tertiary stage, there may be 
gummatous colitis and strictures. There may 
be relaxation of the anal sphincter muscles in 
tabes. The Wasserman test aids in diagnosis. 

Lymphogranuloma Inguinale or Nicholas- 
Favre disease is caused by a filtrable virus 
which some observers believe enters the sys- 
tem through the skin and lymphatics as a re- 
sult chiefly but not solely to sexual intercourse. 
It causes bubo i.e. inguinal gland involvement 
and ulcerative proctitis. It may cause estiomene 
in women, elephantiasis of the penis, or rectal 
stricture. Sigmoidoscopy will frequently be im- 
possible in the presence of rectal stricture which 
may allow the passage of a stool of the caliber 
of a pencil. Diagnosis: Clinical and Frei Test. 
which, however, remains fast and may also be 
positive in ornithosis. 

Chronic enteritis or Crohn’s disease may 
limit itself to the colon. It is a granulomatous 
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disease of unknown origin, possibly infectious, 
probably allergic; or both. On sigmoidoscopy 
the same picture may be seen as in a non- 
specific ulcerative colitis with which it may be 
readily confused, and to which it is possibly 
related; for there may be ulceration of the mu- 
cous membrane with diarrhea and bleeding. 
Tuberculosis, caused by Koch’s bacillus is 
chiefly an infection of the small intestine, sec- 
ondary to pulmonary disease. It may, how- 
ever, extend to the colon and form an ulcerative 
or a granulomatous disease. Areas of predilec- 
tion are the ano-rectum or the ileocecal com- 
pound. The ulcers are circular (horizontal) 
with undermined edges which are sometimes 
studded with visible tuberculomata. The floor 
of the ulcer is membraneous. The granulo- 
matous type is exceedingly rare and has to be 
differentiated from other tumors. Complica- 
tions are perianal abscesses and fistula-in-ano. 


Non-Infectious Colitis 


Mucous colitis or irritable colon is probably 
non-infectious but may be caused by mental 
and/or physical stress. Anemia; hysteria; al- 
lergy may be associated with it. On sigmoido- 
scopy the mucous membrane is seen to be 
slightly edematous, shiny, and covered with 
thick glassy mucous, frequently in lumps. 
There may be diarrhea, abdominal distress, and 
alternating constipation. Mucous appears 
sometimes in membranes. If it sloughs, slight 
bleeding may result. There may be gastric hy- 
peracidity associated. Some authors believe 
that mucous colitis is an early manifestation of 
non-specific ulcerative colitis no matter whether 
this condition later develops or not. Complica- 
tions are moist perianal eczema, cryptitis, and 
hemorrhoids. 


Non-Specific Ulcerative Colitis— 
Colitis Gravis 


This controversial disease seems to be be- 
coming more frequent and more fulminating. 
Controversy as to etiology and therapy is un- 
ceasing. Some authors claim it to be a per- 
petuation of a‘ preceding infectious dysentery, 
either bacillary or amebic. In contrast, psy- 
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chiatrists claim the disease for their realm. Al. 
lergy which is invariably present has been 
claimed to be the sole cause by certain ob- 
servers. While each author proves his point 
and each claim seems to have some merit, the 
problem of the etiology of this disease escaped 
clarification. This colitis (1 prefer the term 
colosis) is either acutely fulminating, or 
chronic, lasting decades. There may be spon- 
taneous remissions which may be attributed 
to treatment. This disease may involve the 
entire colon or remain confined to the lower 
rectum, the usual site of its onset. Sometimes, 
segments of the colon are involved with seg- 
ments of normal colon interspersed. Symp- 
toms are diarrhea, bleeding, anemia, debility, 
psychoneurosis. Sigmoidoscopy reveals any 
stage from edema, velvety-granulous surface, 
easy traumatization to fulminating colitis with 
ragged bizarre ulcers imbedded in a swollen 
discolored mucous membrane which is covered 
with blood, pus, and feces-tinged mucous. 

There may be pseudo-polyposis which has 
a tendency to regress in remission or to progress 
into malignancy which is said to occur six to 
eight percent more frequently in people with 
ulcerative colitis than in other groups of the 
same age. 

The diagnosis is aided by roentgenogram, a 
barium enema. If positive, it should show 
a lack of haustration; stiffness; and narrowing 
of the calibre of the colon. In cases of marked 
ulceration there is a fuzzy outline of the colon 
wall. In many instances, the roentgenogram 
is normal. Differential diagnosis: Chiefly be- 
tween bacillary dysentery which offers the same 
clinical picture; and the ulcerative state of 
chronic enteritis of the colon which is fre- 
quently confused with it. Lately ulcerative 
colitis has been classified as a collagen disease 
has also chronic enteritis. This may explain 
the beneficial response to corticosterone. Com- 
plications are anal abscesses and fistula. 

Mercurial colitis and uremic colitis should 
be mentioned among the non-infectious inflam- 
mation of the colon. Multiple ulcer formation 
is present. Both appear in ultimis of their re- 
spective conditions. 
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Acute entero-colitis 1s the complicating re- 
sult of administration of certain antibiotics for 
other diseases. The so-called “wide-spectrum” 
antibiotics are chiefly responsible. Its onset may 
occur anytime or even just after the administra- 
tion of antibiotics. 

Overgrowth of Monilia may be only coinci- 
dental with the inflammation, though many 
consider it to be the cause. Staphylococcus 


aureus is frequently a cause. Under circum- 
stances this colitis may resemble a full blown 
ulcerative colitis. 

Mushroom poisoning should only be men- 
tioned as the possible cause of a colitis-like 
disease. 

Pellagra (Vitamin B, Deficiency) manifested 
by diarrhea, dermatitis, dementia should con- 
clude this list of noninfectious colitis. 


Conclusion 


It should be stressed that all patients having 
colitis require a never tiring search for the ex- 
istence of a possible malignant lesion. Not only 
do certain types of colitis seem to enhance the 
growth of malignancy, e.g., idiopathic ulcer- 
ative colitis, but it can be a concurrent con- 
dition. 

The follow-up of a patient having colitis 


should always include tests for cancer detec- 
tion. Sigmoidoscopy should be repeated as of- 
ten as deems necessary. Roentgenograms 
should be done in moderation according to the 
more recent attitude towards radiation. The 
clinical picture of the entire patient is most 
important as it has always been. 

136 Henry Street 


CLINI-CLIPPING 


Left side of the heart 
showing exposed left cor- 
onary artery which has 
calcification patches on the 
wall and nodular thick- 
ings (after Mackenzie). 
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Eye Health 


Screening in Schools 


5 care of the eyes of our 
school children has become a national problem. 
A problem which we as physicians must meet 
or surrender to the non-professional groups so 
eager to whittle away at the medical care field. 

The medical profession has too often taken 
the position that this is an ophthalmologist’s 
problem, whereas, in reality it is another as- 
pect of the health examination of the school 
child. 

Perhaps today with Optometrists, Audi- 
ologists, Psychologists, Chiropractors, and the 
like attempting to extend their field of service 
into the medical care field, the general medical 
profession can appreciate that any attempt to 
make inroads upon the practice of one phase 
of medicine, invades the field of all medical 
care. 

The eye care of school children definitely 
is a responsibility of the medical profession. It 
is a public relation project of maximum im- 
portance. Parents cannot help but appreciate 
our efforts to improve the eye health of their 
children. The purpose of this article is to pre- 
sent the basic information and “know how” 
necessary to establish an eye screening program. 


How to Set Up an Eye Program 

An adequate eye screening program cannot 
depend upon equipment alone. A thorough 
educational program must be undertaken to 
acquaint the teachers, school administrators, 
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parents, and children with the aims of the 
school vision screening program. School ad- 
ministrators must know the scope of the tests 
and should be made sympathetic to its aims. 

Conferences and meetings must take place 
to establish an understanding of what we hope 
to achieve by the eye program, and what re- 
spective parts each must take in the program 
to make it a success. To achieve this requires 
an interest by all parties concerned (including 
the medical profession) in the problems of 
school eye health, eye screening tests and their 
importance to the profession and the public. 
When this basic understanding is achieved, the 
eye care program should be instituted. 


Which Child Should Have an 
Eye Examination? 

Children should be selected for eye exami- 
nation principally from four sources. 

1. Teacher and parent referral. 

Il. Administrative referrals. 

III. Eye screening tests. 

IV. School nurse and physician referrals. 


Dr. Diskan is Consulting Oculist, Public Schools, Atlantic 
City. 
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I. Teacher-Parent Referral 

As a result of conferences and meetings, 
teachers and parents are made eye conscious, 
and taught what to look for in detecting eye 
defects. Distribution of a list of “Eye Cues” 
is an important part of this educational pro- 
gram. For example: The following educational 
literature is circulated in our school system, to 
teachers and parent-teacher groups: 
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SIGNS OF EYE TROUBLE IN CHILDREN 
“Eye Cues” 

The medical department, administrators and 
teachers of your local schools, know the im- 
portance of adequate eye care for children. 
The purpose of an Eye Care Program is to get 
us all to work together towards a common goal, 
“Adequate Eye Care for Children.” 

The eyes are the windows of learning. It is 
estimated that eighty-five percent of all mental 
training is obtained through the use of the eyes. 
When vision is defective, mental training be- 
comes more difficult. It is important, there- 
fore, that we be alert for the signs of eye trouble 
in children, so that they may be advised to seek 
adequate eye care. 

How CAN WE RECOGNIZE EYE 
TROUBLES IN CHILDREN? 

The following “Eye Cues” will help separate 
the abnormal from the normal. The eye pa- 
tient may show any combination of the follow- 
ing: 

(A). Complaints 

1. Cannot see well. Letters or lines 
“run together” or “jump.” 
2. Headaches, dizziness, or even nau- 
sea following close eye work. 
. Blurred vision. 
. Double vision. 
. Fatigue and listlessness after close 
eye work. 
(B). Appearance of Eyes 
1. Lids red-rimmed, encrusted, or 
swollen. 
2. Recurring styes or lid inflamations. 
. Inflamed or watery eyes. 
. Crossed eyes. 
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(C). Behavior of Child 
1. Has difficulty in reading or in work 
requiring close vision. Skips words 
or lines, re-reads, loses place, or 

reads too slowly. 

2. Frowns, blinks excessively, scowls, 
squints or uses other facial distor- 
tions in reading. 

3. Holds books and objects either too 
close, or objects to and avoids close 
work whenever possible. 

4. Rubs eyes frequently, or attempts 
to brush away the blur. 

5. Shuts or covers one eye, tilts or 
thrusts head forward when looking 
at near or distant objects. 

6. Is inattentive and often disinter- 
ested. 

7. Has general fatigue or drowsiness 

while reading or doing close work. 
. Stumbles or trips over small objects. 
9. Does not do well in games requir- 
ing distant vision. 
10. May be unduly sensitive to light or 
poor in color detection. 
It must be recognized that many of 
these signs and symptoms occur tran- 
siently during “colds” and other ill- 
nesses, but any persistence of these com- 
plaints indicates the need for an eye ex- 
amination. 
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Il. Administrative Referrals 


It should be standard procedure for school 
administrators, student guidance or aptitude 
counselors, and advisors to refer all children 
failing their studies, for an eye examination, a 
hearing test, and a psychiatric evaluation. Be- 
havior problem children or children who in 
other ways do not conform to school routine, 
should also receive these tests. 


Ill. Eye Screening Tests 

Since there is an inadequate number of eye 
practitioners available to test the nation’s en- 
tire school population, an eye screening device 
suitable for a “non-medical” examiner is a 
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major task of the medical profession and oph- 
thalmologists in America today. The difficul- 
ties involved are tremendous since it involves 
the perilous task of substituting method for 
knowledge. Although no apologies are neces- 
sary to defend the proper use of Snellen Test 
Type in visual screening, it has become increas- 
ingly obvious that tests for visual acuity alone 
cannot constitute an acceptable visual screen- 
ing program. 

If visual acuity is not an adequate test, what 
is? Many attempts to solve this problem have 
been made, but since none of these adequately 
solved this problem in the Atlantic City Pub- 
lic Schools, we determined some years ago to 
study this problem. 

The stereoscopic and polaroid instruments 
then in use, such as the Ortho-Rater, Tele- 
binocular, and Sight Screener seemed unsuited 
for school screening, because of an unneces- 
sarily high false referral rate, a lack of simple 
application, excessive time consumation, rela- 
tively high cost, and particularly for their fail- 
ure to test for excessive manifest hyperopia, 
which we consider an important visual defect 
in a child. 

An excellent comparative study of almost all 


The Atlantic City 
Eye Test, showing 
the upper panel with 
properly illuminated 
Snellen test type for 
measuring visual 
acuity and manifest 
hyperopia. The low- 
er panel contains 
the red dot and 
the green rectangle 
used in the ocular 
deviation test. The 
two way switch con- 
trols the lighting. 
The handle makes 
the equipment easily 
portable. 
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the screening devices was done in 1952, and is 
generally known as the St. Louis Study. This 
study showed that the newer screening devices, 
when testing for more than acuity, increased 
the number of unnecessary eye referrals far 
more than it increased the number of students 
properly referred. High false referral rates un- 
dermine the effectivity of a screening device, 
and cause friction between parents and the 
school. Yet, tests for more than simple acuity 
must be done because of the definite demon- 
strable relationship between a student's visual 
skills and the performance of his school work. 

To popularize a visual screening test certain 
criteria also must be attained. 

The test must be (1) accurate. (2) quick. 
(3) simple. (4) easily administered. (5) in- 
expensive. (6) easily recorded. (7) interest- 
ing to the child, and (8) capable of detecting 
who should have an eye examination. 

After much trial and error, in 1952, we in- 
troduced an eye test called the Atlantic City 
Eye Test, which we felt approached these 
standards. The important visual functions 
adaptable to a screening program were consid- 
ered and (1) Visual acuity, (2) Excessive 
manifest hyperopia (far sightedness) and (3) 
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Eye muscle balance, were chosen as those most 
important to a school child. The incidence of 
other ocular abnormalities of accommodation, 
vergences, fusion power stereopsis, and so 
forth, in the presence of a normal visual 
acuity, emmetropia (no refractive error) and 
orthophoria (normal eye muscle balance) is 
too infrequent to justify routine testing for 
these functions. 

We know from many eye screening surveys 
that the eye failure group should approximate 
twenty to twenty-five percent; so that any 
screening method not referring approximately 
twenty percent for an eye examination is not 
doing a realistic job. Therefore the problem 
is to get an eye screening test that refers this 
number without excessive false referrals. The 
Atlantic City Test also met this requirement. 


The Atlantic City Eye Test 


A vision screening test should not attempt 
to arrive at a diagnosis, it should attempt only 
to separate the normal from the abnormal, and 
determine who needs an eye examination. 

This test is so designed that it can be easily 
and accurately administered by non-professional 
personnel. 

The screening test includes examinations for: 

1. Visual acuity. 
2. Excessive manifest hyperopia, and 
3. Eye muscle balance. 

Seven hundred and ninety-nine Atlantic City 
School Children were screened by the Atlantic 
City Eye Test with the following results. 


Visual Acuity 


The visual acuity of the child can be deter- 
mined by the use of Snellen Test Letters for 
the literature, and Snellen E letters for the illit- 
erate. The testing distance should be twenty 
feet. The illumination of the letters should be 
at least twenty to twenty-five foot candles of 
light. 

Children in the first three grades of school 
(those under the age of nine) should have 
20/30 vision. Beyond the third grade, the in- 
ability to read most of the 20/20 line should 
constitute a failure; that is, a school child, nine 
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or more years of age, with a visual acuity of 
20/25 or less, should be advised to have an 
eye examination. 

Older children can be screened with greater 
ease if the Snellen alphabet letters are used, 
but the younger children do best with the illit- 
erate E letters. 

A visual acuity of less than 20/30 is of diag- 
nostic value only in so far as a screening test 
is concerned, because all children with less than 
20/30 vision should have a competent eye ex- 
amination. 

Therefore, only the letters ranging in size 
from 20/20 to 20/30 are important for screen- 
ing purposes. 

An apparatus which limits the exposure of 
letters to these lines has several advantages. 
It directs the child’s attention immediately to 
the lines in question. Simplifies the directions 
in conducting the test, and makes the testing 
apparatus more compact. 

Eighteen percent of the older children failed 
the visual acuity test. Only fourteen percent 
of the younger children failed. The difference 
probably represents the potential myopes in 
the six to nine year age group, who have not 
as yet acquired sufficient myopia to impair their 
vision. 


Excessive Manifest Hyperopia 


We use spectacles with plus 1.75 spheres 
and fail those children who read the 20/20 
line while wearing these glasses. This produces 
a failure rate of about 2.5 percent. Most of 
the children who fail have more than two di- 
opters of hyperopia, and considerable astig- 
matism. 

Contrary to expectations, the plus 1.75 sphere 
test will not fail excessive numbers of children 
in the first three grades of school if the same 
20/20 line is used in screening. Many exam- 
iners advise using a plus 2.25 or plus 2.50 
sphere and the 20/30 line for the detection of 
excessive manifest hyperopia. More study is 
necessary to determine what standard will 
eventually be the accepted test for manifest 
hyperopia in the very young. It seems prob- 
able that the plus two sphere will finally be 
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the lens most commonly used for this test. 

The truly normal position of the eyes at rest 
is probably unknown, because all phoria (eye 
muscle balance) tests present artificial condi- 
tions as the modus operandi of the test. Basic- 
ally, all phoria tests attempt to disassociate the 
visual functions of the two eyes. This visual 
disassociation can be produced by the use of a 
stereoscope, polarized light, the cover test, or 
prisms, or by the use of colored light. 

The Atlantic City Eye Test employs an eye 
muscle test which uses a new variation of the 
old principle, that the red light will pass through 
red glass, but not through a complimentary 
green glass, and vice versa. 

Thus a red glass is placed over the right eye, 
and the green glass over the left eye. The 
child’s attention is directed towards a panel 
containing a red ball in a green rectangle. Thus 
the right eye sees only the red ball, and the left 
eye only the green rectangle. If the red ball 
is seen inside the green rectangle, the eye 
muscle balance is normal. If the red ball is 
seen outside the green rectangle; or if only the 
ball or the rectangle is seen, the child has failed 
the test and should have an eye examination. 
1.4 percent of the children failed this test. 

The near muscle tests add little to the over- 
all picture. In fact, we feel that it should not 
be used routinely in school screening programs. 
It is the opinion of many ophthalmologists that 
all the near eye tests are too inconsistent to 
be of value in the visual screening program in 
schools. 


Failures 

All failures must be rechecked. Return the 
child for a private re-examination after the 
group test has been finished. 

Recheck failures indicate a need for an eye 
examination. The failure recheck is stressed 
because we found that thirteen percent of the 
children in the above third grade group, even 
though each child was originally tested singly, 
passed the test when given a private re-exami- 
nation. Twenty-nine percent of the children 
in the first three grades passed the private ex- 
amination after failing the routine test. A few 
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false failures were due to a simple misunder- 
standing, but most failures could only be at- 
tributed to a momentary mental inhibition or 
a lack of concentration, obviously more fre- 
quent in the younger children. The recheck, 
therefore, is an essential part of any screening 
program and helps to eliminate the many false 
failures resulting from the human errors and 
misunderstandings so common in any mass 
examination. 

The false referral problem cannot be over- 
emphasized. The parent who goes to the 
trouble and the expense of an unnecessary cye 
examination becomes antagonistic to the vision 
screening program and may even begin to ques- 
tion the motives of the program. Too much 
stress cannot be placed upon the importance 
of the eye examiner's role in explaining to the 
annoyed parent the situation wherein a child 
can fail a standard test and yet be visually 
capable of managing the defect without cor- 
rective eye care, depending upon such factors 
as fusion power, adaptability, and threshold for 
discomfort. 


When to Test 


In my opinion, eye tests should be done rou- 
tinely every two years. Any child whose visual 
habits are abnormal to teacher observation 
should be checked upon teacher's request. 
Children who fail their studies, or in other ways 
do not adapt to school routine, should be given 
a vision test upon the request of the school ad- 
ministrator. This will determine whether visual 
inefficiency is contributing to the child’s dif- 
ficulty. 

Ordinarily, to avoid friction with local oph- 
thalmologists, children wearing glasses pre- 
scribed within the year are presumed to be re- 
ceiving adequate eye care. 


Recommended Tests 


Two existing tests meet the standards and 
requirements already discussed: 

(1) The Massachusetts Eye Test 

(2) The Atlantic City Eye Test 

Comparison indicates that the Atlantic City 
Eye Test is faster; simpler; more accurate; and 
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a more portable equipment, principally because (2) The Massachusetts Eye Test is made by 
of a better eye muscle balance test. Welch Allyn, Inc. for about $145.00 and a 

(1) The Atlantic City Eye Test is made by similar test by the American Optical Co. costs 
Freund Brothers of Atlantic City for $95.00. $165.00. 


Summary 


The success of a school eye testing prgram, ment failure, will sometimes result in false re- 
and it is a program, as compared with a test, ferrals in any type of routine testing. 
depends upon the relationship established be- A good educational program produces the ¥ 
tween the doctor, the school personnel, the par- __ feeling of understanding and cooperation among 
ents, and the students. parents, teachers, and the doctor which is so 


Parents and teachers should be taught the _ essential to any project of this type. Under 
“eye clues” indicative of visual distress so that these conditions an eye screening program will 
they may recognize visual problems in the class- have its maximum effectiveness. 
room or home. Parents should be made aware 
of the fact that human errors, rather than equip- 1616 Pacific Avenue 


ELECTROLYTE AND WATER EXCRETION 
IN ARTERIAL HYPERTENSION 


“The increased capacity of hypertensive subjects to 
excrete sodium is significantly reduced toward normal 
by antihypertensive drug treatment. The reduction in 
sodium excretory capacity appears to result from an 
alteration in renal tubular function. The findings sug- 
gest that the arterial pressure per se may play an im- 
portant role in the control of sodium excretion. It 
therefore is conceivable that certain disturbances in ¢ 
electrolyte and water metabolism in essential hyperten- 
sion may be the result and not necessarily the cause of 
an elevated blood pressure.” . 
WILLIAM HOLLANDER and WALTER E. JUDSON 
Circulation, April 1958 
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| is dislocated en- 
dometrium, both anatomically and functionally. 
Islands of endometrium may be found on the 
ovaries, broad and uterosacral ligaments, recto- 
vaginal space, pelvic peritoneum, and occasion- 
ally in the umbilicus, laparotomy scars, hernial 
sacs, appendix, vagina, vulva, and cervix. Im- 
plants of endometrium have even been reported 
in the lung as a cause of cyclically recurring 
hemoptysis. 

Sterility and acquired dysmenorrhea are the 
symptoms preeminent which bring the patient 
to the physician. On pelvic examination the 
cardinal sign is a nodular induration along the 
uterosacral ligaments with tenderness, and re- 
stricted, and painful mobility of the cervix. 
Lesions on vulva, vagina, or cervix are rare but 
when present appear as small, discreet, flame 
colored areas which at the time of menstruation 
exude a few drops of blood. Ovarian endo- 
metriosis begins with superficial implants of en- 
dometrium. As these islands menstruate a cyst 
filled with dark hemolyzed blood is formed: 
chocolate cyst. At the operating table these 
cysts are commonly ruptured during the mo- 
bilization of the ovaries from their adherent 
bed with escape of a thick, chocolate syrupy 
secretion. Classical signs of the disease are 
puckered areas of granular erythema with a 
central chocolate papule scattered over the pel- 
vic peritoneum, notably over the broad and 
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ENDOMETRIOSIS 


WILLIAM BICKERS, M.D. 
Richmond, Virginia 


uterosacral ligaments. These form red, granu- 
lar, denuded areas which agglutinate opposing 


surfaces. The uterus often retroverts with its 
posterior wall adherent to the anterior wall of 
the rectum. 


Treatment 


The treatment par excellence for endometri- 
osis is pregnancy. During pregnancy implants 
undergo atrophy, tissue mobility is enhanced, 
chocolate cysts resolve, and the patient is symp- 
tomatically well. Total arrest of the disease 
follows full term pregnancy in a few patients 
and improvement in all. Unfortunately the fer- 
tility quotient in these patients is low due to 
impaired ovulation resulting from scarring and 
fibrosis of the ovarian cortex. Pregnancy, albeit 
most desirable, is often impossible. 


Pseudo-Pregnancy with Diethylstilbestrol 

Failing a pregnancy, a state of pseudo-preg- 
nancy may be induced by the administration 
of diethylstilbestrol. Whereas diethylstilbestrol 
in small doses stimulates and activates the en- 
dometrium, larger doses inhibit endometrial 
growth and bring about involution of endome- 
triosis implants. Dysmenorrhea, pelvic pain, 
and premenstrual pelvic distress are relieved 
by the administration of estrogen in sufficient 
dose to suppress gonadotrophin production and 
thereby inhibit ovulation. Diethylstilbestrol 5.0 
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mg. daily for ten days, 10.0 mg. daily for ten 
days, 20.0 mg. daily for 10 days, and so on 
increasing the dose until 60.0 mg. a day is 
taken will suppress both ovulation and men- 
struation. Nausea encountered with this large 
dose of diethylstilbestrol can be satisfactorily 
relieved by the concomitant administration 
of Pyridoxine, 50.0 mg. daily. An attempt is 
made to maintain the amenorrheic state for at 
least six months. At the end of three months 
of amenorrhea the patient will often experi- 
ence “break-through” bleeding. In this event 
the dose of diethylstilbestrol is raised to 100.0 
mg. a day and kept at this level until the six 
months’ period of amenorrhea ‘is accom- 
plished. 

On withdrawing the diethylstilbestrol it is 
important that it be done in stair-step fashion. 
Cessation of therapy should be gradual to avoid 
excessive withdrawal bleeding. This is accom- 
plished by reducing the dose by 10.0 mg. every 
five days until withdrawal bleeding occurs, at 
which time therapy is discontinued altogether. 
During treatment complete relief of symptoms 
is obtained in practically all patients. Endo- 
metriotic induration resolves and chocolate 
cysts undergo involution. Dysmenorrhea is re- 
lieved and the patient develops a sense of well- 
being. A few patients experience permanent 
relief and a not insignificant number become 
pregnant within the first three months after 
such therapy. The remainder of them lapse 
into their former menstrual and pelvic distress. 


Pseudo-Pregnancy with Progestogens 

Pseudo-pregnancy may also be induced by 
progestational hormones. The most convenient 
method is by the administration of the 19- 
nortestosterones, a new class of steroids with 
potent progestational effects when administered 
by mouth. Enovid® and Norlutin® may be 
given in a dose of 10.0 mg. daily starting im- 
mediately after a menstruation. This is done 
so that ovulation may be suppressed at the out- 
set. A dose of 10.0 mg. a day for one month 
is usually sufficient to suppress menstruation. 
At the end of one month the dose should be 
increased to 20.0 mg. daily. If there is any 


tendency to “break-through” bleeding the dose 
is increased until at the end of the fourth month 
the patient may be taking 30.0 mg. to 40.0 mg. 
a day. This is practically always sufficient to 
maintain a complete amenorrhea. In addition 
all the secondary symptoms of pregnancy occur 
such as breast fullness, edema and succulence 
of the vulva and vagina, increased cervical 
secretion, some cyanosis of the cervix and vagi- 
nal mucosa, there is increased amount of in- 
terstitial water storage. The amenorrhea should 
be maintained for approximately nine calendar 
months and then withdrawn. During the period 
of pseudo-pregnancy all symptoms related to 
the endometriosis are usually relieved and the 
pelvic pathology undergoes resolution. 
Comparing the pseudo-pregnancy of diethyl- 
stilbestrol with that of the 19-nortestosterones, 
the former produces much less side effects and 
apparently gives equal and in my opinion even 
better resolution of the endometriosis process. 


Pseudo-Pregnancy with Androgens 

The androgens are mentioned only to be dis- 
missed. The dose required to suppress ovula- 
tion and menstruation exceeds the androgena- 
tion dose and the side effects of treatment such 
as hirsutism, enlargement of the clitoris, weight 
gain and acne are sufficient to nullify any thera- 
peutic value it might have. 


Cyclic Estrogen Therapy 

When it is desirable to maintain menstrual 
function the patient may take 5.0 mg. diethyl- 
stilbestrol daily from the fifth through the 
twenty-fourth day of the cycle for an indefinite 
period of time. Withdrawal bleeding will oc- 
cur a few days after discontinuing twenty days 
of estrogen therapy. On the fifth day of the 
bleeding episode the cyclic treatment is re- 
sumed. These patients also will be completely 
relieved of all symptoms related to their pelvic 
endometriosis during the period of time treat- 
ment lasts. Menstruation will be of an anovu- 
latory nature, painless, and endometriosis im- 
plants of the visible areas will melt away. How- 
ever, permanent results are not as good follow- 
ing the six months of cyclic therapy as they 
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are after six months of complete suppression of 
both ovulation and menstruation by the larger, 
continuing dose of diethylstilbestrol. 


Surgery 

A fixed, tender, retroverted uterus with ad- 
nexal masses calls for surgery. The adherent 
uterus is dissected free of the rectum and sus- 
pended, endometriosis cysts of the ovary are 
excised, and endometrial implants on the pel- 
vic peritoneum excised or electrocoagulated. 

Pelvic sympathectomy is accomplished by 
resection of the hypogastric plexus with division 
of the autonomic nerves in the infundibuliform 
ligaments. Such sympathetic denervation of the 
organs relieves pain and favors a more physio- 
logic contraction pattern of the myometrium 
which sweeps the menstrual debris towards the 
cervix rather than retrograde. Dysrhythmic, 
irregular, hypertonic myometrial contractions 


become rhythmic, orderly, expulsive contrac- 
tions. These orderly contractions separate the 
functional layer of the endometrium more effi- 
ciently, macerate the depleted endometrium 
within the uterine cavity, and expel the debris 
painlessly through the cervix. It is my strong 
conviction that presacral sympathectomy and 
infundibuliform ligament sympathectomy do a 
great deal to arrest the progress of endometri- 
Osis. 

Hysterectomy is reserved for those patients 
approaching the end of their reproductive lives. 
Ectopic endometrial implants throughout the 
pelvis undergo complete regression following 
hysterectomy. Large chocolate cysts of the 
uterus may disappear with involution and re- 
absorption. It is not necessary to remove the 
ovary which harbors endometriosis if total 
hysterectomy is done. The endometriosis in 
the ovary will subside. 


Summary 


Suppression of menstruation by any means 
—pregnancy; pseudo-pregnancy with diethyl- 
stilbestrol or 19-nortestosterones; estrogen; or 


surgery is followed by arrested activity and re- 
gression of endometriosis implants. 
Medical Arts Building 
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AN EXERCISE IN 
DIAGNOSIS: 


The Case Reports 


I n addition to our regular quota of original 
articles and departments, this issue, and every 
issuc, contains selected Case Reports. You will 
find them on pages 1328-1332. We recommend 


these studies as interesting and stimulating. 
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L. L. TITCHE, M.D. 
Tucson, Arizona 


Reactions 
to Aqueous 
Dionosil 


FIGURE | 


in Bronchography 


I. the field of pulmonary disease. 
improvement on newer methods of diagnosis 
are constantly appearing. Bronchography has 
been one important diagnostic tool since the 
introduction of Lipiodol by Forrestier in 1922, 
but this material had several disadvantages. One 
of these was the fact that the iodine present 
produced symptoms of iodism in some patients. 
Another disadvantage was that the material re- 
mained in the lungs for long periods of time, 
even for years and in many instances obscured 
the progress of the pulmonary condition on sub- 
sequent X-ray examination as well as causing 
complications during surgical procedures on 
the lung. As a result of this, there has been a 
continuous search for an ideal agent to be used 
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in bronchography. Nice and Azad’ felt that 
an agent should meet the following objectives 
of a low degree of irritability, good roentgeno- 
graphic contrast and be able to be removed or 
absorbed rapidly. Of the many preparations 
which have attempted to meet these criteria and 
which have appeared during the past ten years, 
Dionosil® (3,5-Diiodo-4-Pyridone N-Acetic 
Acid) has been employed most frequently in 
either an aqueous or an oily suspension. An 
evaluation of its use at this hospital constitutes 
the purpose of this paper, but before our find- 
ings are considered, it would be worthwhile to 


From The Veterans Administration Hospital, Tucson 
Arizona. 
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FIGURE 2 


note the experiences of other workers who have 
used this substance. 

Don* reported on the use of aqueous Dionosil 
in forty patients, twenty-five of whom had ac- 
tive pulmonary tuberculosis. He found that the 
material had completely cleared away after 
three to four days, except in one case in whom 
it was observed seven days after instillation. He 
found a postoperative pyrexia in twelve pa- 
tients, seven having a transient fever not above 
100°F. and confined to the day of the broncho- 
graphy, in three lasting two days, in one last- 
ing three days and in the seventh case, lasting 
five days. Adler and Fainsinger' used Dionosil 
twenty-eight times in twenty-five patients and 
observed pyrexia in four patients. An additional 
patient showed bronchospasm. McKechnie* per- 
formed one hundred and fourteen broncho- 
graphies in 111 tuberculous patients and noted 
pyrexia in sixty-seven, twenty-nine of whom 
had fevers above 100°F. Acute bronchitis de- 
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FIGURE 3 


veloped in eight patients, temporary collapse of 
a lobe in one and spread of the tuberculous 
process in one patient. Nice and Azad’ found 
few complications using either the aqueous or 
oily suspensions of Dionosil. Ten percent of 
their patients showed a slight cough and a few 
a temperature elevation which did not exceed 
100°F. and which subsided spontaneously. Two 
patients had clinical signs of pneumonia follow- 
ing bronchography but in only one was there 
x-ray evidence of the disease. Copp, Krzyshi 
and Shane* presented six hundred and two 
bronchographic studies done on four hundred 
consecutive patients with pulmonary tubercu- 
losis and found only thirty instances of a mild 
febrile reaction. Salkin, Lawrence and Kingsley* 
in thirty-four tuberculous patients used aqueous 
Dionosil in twenty-three, the oily suspension in 
seven and a mixture of equal parts of the two 
in four cases. They noted more rapid clearing 
of the roentgenograms and more rapid return 
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FIGURE 4 (Above) 


FIGURE 5 (Below) 


TABLE 1 
GM PATIENTS TB PATIENTS 
25 


TABLE 2 
GM PATIENTS TB PATIENTS 
One Lung ... 40 
Both Lungs 56 


TABLE 3 
GM PATIENTS TB PATIENTS 
One Lung 8 
Both Lungs ... 4 


of the protein-bound iodine in these patients 
than that recorded for Lipiodol. Pinney, Wert- 
man and Streete’ reported six hundred and 
ninety bronchographies in which aqueous Di- 
onosil was used in six hundred and forty-one 
and oily in forty-nine. They noted sixty-two 
pyrexial reactions and one patient was believed 
to have had a hypersensitivity reaction. Rayl 
and Smith® stated that foreign body reaction 
due to carboxymethylcellulose in aqueous 
Dionosil has been demonstrated. 

At this hospital, aqueous Dionosil has been 
used for one hundred and eighty-nine broncho- 
graphs in one hundred and eighteen patients. 
Ninety-six of these were performed on sixty- 
three patients with pulmonary tuberculosis. 
Table 1 shows the number of patients who 
underwent the procedures and Table 2 the 
distribution of the bronchograms. In twenty- 
nine instances, there were elevations of temper- 
ature following bronchography (Table 3). 
These elevations usually were less than 100°F., 
though three patients had 101.6°F., and lasted 
not more than forty-eight hours, with one last- 
ing five days. In six of these patients, there was 
x-ray evidence of pneumonitis which had not 
been present previously, but one patient with 
pulmonary tuberculosis showed pneumonitis 
without any fever. In the majority, there was 
no x-ray evidence of retention of the contrast 
material after three days, but two of the non- 
tuberculosis cases showed retention after eight 
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and thirty days and seven of the tuberculosis 
cases from six days to three months. One pa- 
tient with bronchiectasis showed atelectasis of 
the lung field on x-ray taken seven days after 
bronchography. One of the tuberculous patients 
showed an area of pneumonitis which persisted 
for three months after bronchography, (Figures 
1 and 2). Another showed retention of Dionosil 
in both upper lobes for one month, (Figures 3, 
4, and 5) and one retention in the left lung field 
for three months, but neither had an associated 


febrile reaction. 

From the above, while Dionosil has the ad- 
vantage of being rapidly excreted in the ma- 
jority of instances and thereby does not inter- 
fere with subsequent x-ray examinations, it has 
the disadvantage of producing reactions in ap- 
proximately fifteen percent of the cases in which 
it is used. Fortunately, none of these reactions 
have led to any serious complications, but they 
have increased the morbidity and length of hos- 
pital stay. 


Summary 


Dionosil® is a satisfactory contrast medium 
for use in bronchography. 
Unfortunately, it produces unfavorable re- 


actions in some patients, so this disadvantage 
must be considered when employment of this 
material is contemplated. 
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MEDICAL CONFERENCE 


D. DAVID KIDD (CHAIRMAN): 


The record of the first patient who has Thalas- 
semia minor with an iron deficiency anemia 
will be presented by Dr. K. Keyani. 


Mrs. E.J., Age 18, Ward C-11 
Thalassemia Minor with Iron 
Deficiency Anemia 
Presentation: Dr. Keyani 
Discussion: Dr. J. Stolfi 


Dr. K. KEYANI: I am sorry to say that the 
title of the case record is in error because the 
patient doesn’t have an iron deficiency. 

She is an eighteen-year-old, negro female 
who came to Kings County Hospital Outpatient 
for a prenatal checkup on 6/25/57. She had 
no complaints except, perhaps she had been 
pale for a few months. In the prenatal clinic, 
a hemoglobin of 70 percent was noted and 
she was placed on iron by mouth. She deliv- 
ered on 9/14/57 (a normal delivery) of a 
mature child. At this time her hemoglobin was 
only five grams and she had splenomegaly. 
She states that she had lost blood. However, at 
delivery she had no excessive loss of blood. 
She had no symptoms of anemia and as far 


From the State University of New York at New York 
City, University Division Medical Conferences, Kings 
County Hospital, E Building Auditorium, October 10, 1957. 
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Thalassemia Minor with 
Iron Deficiency Anemia 


as she was concerned was perfectly well. While 
in the Obstetrical Department, she was given 
1000 cc. blood and her hemoglobin rose from 
five to six grams after transfusion. 

In her past history, it was found that in 1954 
she had another pregnancy ending in premature 
birth. At that time the hemoglobin was re- 
corded as ten grams. She also had a tonsillec- 
tomy at the age of 10 years. At this time no 
hemoglobin was recorded. She was born in 
South Carolina, has been in New York since 
the age of 5. She has never been ill. Her 
family history revealed she was of Indian, 
Spanish, and Negro «incestry. She, herself, is 
a fairly light negress. She has a sister who at 
one time was refused as a blood donor, other- 
wise her siblings are normal and the parents 
are well. No one has known any illness. 
Patient worked in a meat packing plant, han- 
dled frozen meat, she places them in a package. 
Her diet is presumably adequate. A review of 
the systems does not contribute anything. 

At the time of examination, the patient was 
found to be a pale, somewhat slim, well de- 
veloped, negress, who had normal vital signs. 
Physical examination was normal except for a 
Grade III systolic murmur at the left sternal 
border with a thrill, and a loud P2 thought to 
be associated with pregnancy and anemia, or 
both. Her liver which was down two centi- 
meters was firm and non-tender. Spleen was 
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down four centimeters, was firm, and non- 
tender. Her extremities were thin but she had 
no leg ulcers. 

Laboratory Work—The urinalysis was nega- 
tive. The urinary urobilinogen on one occasion 
was 1:64 which is considered to be elevated. 
She had a hemoglobin of five grams. After two 
transfusions it went up to eight grams but by 
10/8 it had fallen to six grams. The white 
blood cell counts were normal. She had a 
normal differential and moderate eosinophilia 
up to five percent. She had four percent nu- 
cleated red blood cells. She had a reticulo- 
cytosis of only 0.8 percent initially. This rose 
after two transfusions to 4.8 percent and again 
was found to be 1.0 percent by 10/8. Her 
icterus index was essentially within normal 
range. Her peripheral blood smear was found 
to show marked poikilocytosis and anisocytosis. 
There were macrocytes, microcytes, fragmented 
cells, nucleated red cells, and a few target cells. 
The white blood cells and platelets were normal. 
By electrophoresis she had 28.8 percent hemo- 
globin F with the rest being adult hemoglobin. 
She had no hemoglobin S$ and no sickling. 
Her bone marrow showed that she had a nor- 
moblastic hyperplasia without any abnormal 
elements. Her red cell fragility test done on 
two occasions was normal. Iron was 238 micro- 
grams which is twice the normal for our labor- 
atory and her percent saturation was 43 which 
is considered more than normal. Her liver 
function tests were normal except for an alka- 
line phosphatase of 13 on one occasion. Coagu- 
lation studies were normal. The stool was 
negative. She had bile acid in her stomach 
after histamine. Her STS was negative. The 
X-rays were normal as was also her EKG. 

Dr. STOLFI: As you already heard this 
patient was transferred from obstetrics to medi- 
cine with anemia, the etiology of which was 
to be determined. The patent was presented 
to us with the findings which Dr. Keyani out- 
lined. She looked very well and felt very well. 
She had a palpable spleen; was pale; and a 
systolic murmur was heard at the apex. A very 
thorough search of her past history was made 
and revealed no clues as to the cause of her 
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anemia. She had no parasitism. We had no 
history of chronic infection. She was not ex- 
posed to benzol or any other chemical or drug 
that might have depressed the red count. 

We thought of subacute endocarditis. The 
anemia, murmur, palpable spleen, were all con- 
sistent with that diagnosis. The absence of 
fever, her apparent well-being and excellent 
appetite weighed heavily against it. She cer- 
tainly had nothing to make one think of leu- 
kemia. However, we had to exclude that. All 
of her orifices were examined and except in 
her lochia there was no sign of blood loss any- 
where. Some of the unusual conditions that 
might fool one in the diagnosis of anemia 
were thought of, such as uremia and myxedema, 
and certainly she had no signs of either. 

Having hit an impasse clinically as to a 
specific diagnosis of this girl’s anemia, we called 
on the hematological department for consulta- 
tion and asked them to do abnormal hemo- 
globin studies for us. Dr. Lichtman will dis- 
cuss those procedures as well as treatment, if 
any, and prognosis. 

Dr. LICHTMAN: I think the patient is a very 
interesting one for a presentation such as this 
because—even though we are dealing with the 
combination of rare phenomena— it allows us 
to exercise differential diagnosis in a patient 
who presents with anemia. On admission there 
was one diagnosis which was very obvious and 
that took first precedence. She was pregnant 
and delivered a baby shortly after arrival. She 
was found to be anemic by the obstetricians. 
They were in no mood at the time when she 
was in labor to do an extensive study of why 
she was anemic and they transfused her and 
she delivered of a normal baby. After delivery 
she was transferred to the medical service for 
this investigation. Initially, when a woman 
presents in the prenatal clinic and at delivery 
with anemia, the clinical assumption is that the 
anemia is the simple anemia of pregnancy which 
is never as severe as this anemia has been, and 
in fact, is probably not an anemia most of the 
time but a problem of excess hydration or 
increase in plasma volume. Either of the fac- 
tors will cause a drop in the hemoglobin in 
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many pregnant women to several grams below 
the normal range in non-pregnant women. The 
additional factor that occurs in so many women 
who are pregnant in Brooklyn is that of iron 
deficiency anemia, and as a routine all women 
in our clinic are treated with iron. We haven't 
had an opportunity to see how well this is 
carried out. Most women don’t like the pills 
given them because of some upset which they 
get, and as they are nauseated in their preg- 
nancy so often, few of these women take the 
iron given them. The only way we know to 
make sure they get it is when it is given 
parenterally. 

The first complete studies done showed that 
we were dealing with a microcytic, hypochro- 
mic anemia. I think that the first important 
thing to do is to get the indices. With a 
microcytic hypochromic anemia, iron deficiency 
assumed an important problem because in all 
individuals microcytic hypochromic anemia 
means iron deficiency until proven otherwise. 
The few in which it is proven otherwise will 
almost invariably have Thalassemia. Iron de- 
ficiency or Thalassemia will make up almost 
every microcytic hypochromic anemia which 
you will see. The indices immediately told us 
that she did not have the pernicious anemia 
of pregnancy which can cause a severe anemia 
of this degree in a pregnant woman or even 
persist for an indefinite period after delivery. 
In that situation the indices would have shown 
a macrocytic normo-chromic anemia which she 
didn’t have. So with pernicious anemia of 
pregnancy eliminated, iron deficiency anemia 
was the possibility. However, she had an en- 
larged liver and enlarged spleen. This doesn’t 
go along as part of the picture of iron deficiency 
anemia and thoughts were immediately aroused 
as to what it could be. 

The examination of the blood film which is 
done initially was very interesting in this case. 
Her blood cells, her red cells were startling, 
and they showed an extreme degree of poikilo- 
cytosis and anisocytosis and fragmentation. Her 
white cells were not normal on differential 
although it looked that way from a quick glance 
of the chart. She showed cells which we have 
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seen frequently in patients with hepatospleno- 
megaly in Thalassemia, these abnormal mono- 
nuclear cells, in fact we facetiously refer to 
them as “splenomegaly cells” but I suppose 
that is a very bad way to identify them. They 
are abnormal mononuclear cells. The combi- 
nation of an enlarged spleen, fragmentation, 
nucleated red cells, and these abnormal mono- 
nuclear cells is characteristic of Thalassemia. 
However, the question was raised, but as this 
patient was thought to be a negro, it wasn’t 
considered. Of course, statistically, one doesn’t 
consider that Thalassemia occurs in the negro. 
In any one patient, statistics are not very im- 
portant. This was one of the few instances 
when going back to the patient and finding out 
what her ancestry was helpful. She had a back- 
ground of Spanish and Indian ancestry in her 
family which makes the diagnosis of Thalas- 
semia more probable. Another point, of course, 
which should have been mentioned earlier is 
that any negro who has anemia should have a 
sickling preparation done to rule out sickle 
cell anemia. This was done and she didn’t 
show any sickling. 

Well, how do we prove Thalassemia then in 
a girl 18-years-of-age and who is also well 
developed. This is another point of importance. 
We so often hear the term a well developed, 
well nourished patient. Thalassemia major, the 
type that will cause anemias of this severe a 
degree, does not permit good development at 
the age of 18. This girl certainly is well de- 
veloped, and that is important. We were de- 
termined to rule Thalassemia in or out and 
the way this is done is to first see that she 
was not iron deficient. The measurement of 
serum iron was performed, the results showed 
that her iron values are exceedingly high with 
a serum iron of 238 micrograms per hundred 
millimeters which is twice of normal values. 
In iron deficiencies the value might be 20 
micrograms. The percent saturation was fifty- 
four percent. In iron deficiency we might see 
four to ten percent saturation. So an iron de- 
ficiency was definitely eliminated. This finding 
is compatible with Thalassemia, it is what is 
seen in Thalassemia. It helped a great deal. 
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The next important bit of evidence was does 
she have fetal hemoglobin? Fetal hemoglobin 
as you know occurs in the newborn period in 
everyone. It disappears from the red cells 
within the first year of life paralleling with the 
survival of the initial red cells which the baby 
is born with. At the sixth or seventh month 
most fetal hemoglobin is gone and will occur 
in small quantities in some of the other hemo- 
globinopathies. By small quantities | mean 
five percent, ten percent perhaps in rare occa- 
sions, but in Thalassemia the patients have high 
quantities of fetal hemoglobin at any age. She 
had twenty-nine percent. As a minor point, 
those of us who are interested in fetal hemo- 
globin are used to thinking of two different, or 
perhaps several different kinds of fetal hemo- 
globin. The type seen in Thalassemia is iden- 
tical we think, as the type seen in newborn and 
not the same as seen in some adults who have 
Sickling Thalassemia for example. She had 
fetal hemoglobin which made the diagnosis 
much more certain. So it appears certain that 
she has Thalassemia. 

Now, how does a girl get to be 18-years-of- 
age, fully and well developed and having had 
two pregnancies with Thalassemia major? This 
is most unusual. 


Thalassemia, as you know, is an hereditary 
disease. The blood that is formed is abnormal, 
cells formed have a short survival period, and 
the major defect is in the production of red 
cells. They just don’t produce as many as they 
should. In the uncomplicated disease when 
you transfuse, the blood count will rise and 
remain elevated for the life span of the trans- 
fused cells. 

Many patients with Thalassemia develop an 
extra complication which we refer to as the 
extracorpuscular hemolytic anemia, you might 
call it hypersplenism. She has been given 
transfusions, they haven't held at all. Her 
hemoglobin rose and dropped right off. I 
think she has had about 1500 to 2000 ce. 
of blood with very little rise in hemoglobin and 
fall back to the lower level. We think she has 
Thalassemia minor and that she functioned 
quite well until this hypersplenic or extra- 
corpuscular anemia developed, perhaps related 
to her pregnancy. 

Unless this reverses spontaneously now that 
the pregnancy is over, or under the influence 
of some drug like the adrenocorticosteroids 
which might be tried, it might be found neces- 
sary for her survival to have a splenectomy 
performed. 
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Clinico - Pathological 


Conference 


UNIVERSITY OF LOUISVILLE SCHOOL OF MEDICINE 
AND UNIVERSITY OF LOUISVILLE HOSPITALS 


A 63-year-old male reported to 
the ear, nose and throat clinic complaining 
of hemoptysis and hoarseness. 

A brief note, recorded in the clinic at that 
time, stated that the hoarseness was of three 
months’ duration, and had been accompanied 
by soreness of the throat during the past 
month. During the past few weeks the patient 
had coughed teaspoonful quantities of bright 
red blood approximately once a week. A direct 
laryngoscopy was performed and revealed the 
right cord to be fixed and roughened in the 
middle third. Two days later the lesion was 
biopsied and revealed a squamous cell 
carcinoma. 

An x-ray of the chest, taken at the first 
clinic visit, showed a mass in the upper lobe 
of the left lung with the possibility of cavity 
formation. 

The impression from the roentgenograms 
at that time was that the lesion probably 
represented tuberculosis, but the possibility of 
tumor could not be ruled out. 


Admission 

The patient was admitted to the hospital 
and gave the same history as that obtained 
in the ear, nose and throat clinic, with the 
addition that he had noted wheezing over a 
period of three months. There had been no 
night sweats. He had lost 15 pounds even 
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though his appetite had remained good. He 
smoked approximately 5 cigarettes a day for 
the past 5 years and took only an occasional 
drink of alcohol. There was neither a history 
of tuberculosis in the family, nor of any 
contact outside the family. 

Physical examination revealed diminished 
breath sounds over the left apical region of 
the chest. Otherwise all recorded findings were 
within normal limits, with the exception, of 
course, of the fixed right vocal cord. None 
of the examiners could find palpable cervical 
lymph nodes. 

A repeat chest x-ray showed no essential 
change over the previous one, and the 
interpretation was the same. Histoplasmin and 
O.T. skin tests were both positive in unrecorded 
dilutions. Three acid-fast smears and cultures 
of sputum were negative. A V.D.R.L. was 
negative. Hemoglobin was 14.8 grams, white 
blood count 6600, with a differential of 47 
polymorphonuclear leukocytes, 51 lymphocytes, 
2 eosinophilic leukocytes. Hematocrit was 44. 

Four days after admission an operation 
was performed. 


Discussion 


Dr. Grover B. SANDERS: The problem 
presented in this case is that of a 63-year-old 
male with a proven cancer of the larynx and 
a mass in the left upper lobe with questionable 
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cavitation. The significant complaints are 
hoarseness of 3 months’ duration, soreness 
of the throat of one month duration, wheezing 
respirations, and a 15 pound weight loss in 
the presence of a normal appetite. We are 
not told whether the wheeze was localized 
or generalized. 

It is difficult on the basis of the information 
available to know whether certain of the 
symptoms resulted from carcinoma of the 
larynx or from the chest lesion. For the sake 
of discussion I will assume that the hemoptysis 
and wheeze were produced by the mass in 
the left upper lobe. If this be true then our 
first consideration would be bronchogenic 
carcinoma. A 63-year-old male, even one who 
is not an excessive smoker, presenting a mass 
lesion in the lung with a wheeze and hemoptysis 
is very likely to have a bronchogenic carcinoma. 
The physical findings are not of any diagnostic 
value since they could be produced by a 
space occupying lesion of most any type. 
Bronchial aspiration and examination for 
cancer cells would ordinarily be very valuable 
in establishing a diagnosis, however, in this 
case with a proven carcinoma of the larynx, 
interpretation of a positive report would indeed 
be hazardous. 

Tuberculosis was considered and cannot be 
excluded at this point. This could very well 
be a tuberculoma that has shelled out. Under 
such circumstances I would expect the sputum 
to show acid-fast bacilli which was not the 
case. For this reason I suspect that this was 
not tuberculosis. 


Fungus 

Fungus infection must also be considered. 
Blastomycosis, a relatively common fungus 
infection in this area, frequently produces a 
mass lesion and cavitation may occasionally 
occur. Usually the lung lesions are more 
diffuse and one can demonstrate extrapul- 
monary lesions, particularly osseous and 
cutaneous, and less commonly genitourinary 
and central nervous system lesions. 

Other less frequently encountered fungus 
infections such as coccidioidomycosis and 
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P. A. teleroentgenogram 


aspergillosis may produce such a mass lesion. 
Histoplasmosis is more likely to demonstrate 
an x-ray picture of fibrosis or infiltration than 


a mass. 

If this were fungus infection, particularly 
blastomycosis, we would have expected the 
patient to have been febrile and to have more 
cough and constitutional symptoms than was 
the case. For these and other reasons noted 
above I doubt that this is a fungus lesion. 

I still favor the possibility of bronchogenic 
carcinoma. 

May we see the x-ray films? 


X-Ray Report 

Dr. J. T. Linc: Postero-anterior and left 
lateral teleroentgenogram and planigram of the 
chest showed a normal cardiac silhouette and 
moderate bilateral pulmonary emphysema 

A thin-walled cavity, about 5.0 cm in 
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diameter is noted in the superior portion of 
the apicoposterior segment of the left upper 
lobe. Within the cavity and almost entirely 
capped by a thin crescent of air, is a 
solid mass 4.0 cm in diameter. Linear 
fibrotic appearing strands radiate laterally 
from the apex of the left hilus toward the 
cavity. 

The roentgen finding of a smooth, rounded 
mass in a thin-walled cavity is believed to 
be sufficiently distinctive to warrant the diag- 
nosis of intracavitary fungus ball (aspergil- 
loma). Hemoptysis in a healthy person affords 
evidence supporting this opinion. Unfortunately, 
this case is complicated by the presence of 
a laryngeal carcinoma. 

These characteristics virtually eliminated 
from consideration such cavitary diseases as 
acute and chronic pulmonary abscess, necrotic 
tumor, and liquefied infarcts. Pulmonary 
hydatidosis will simulate the appearance of 
a fungus ball only during its intermediate 
stage. An inspissated blood clot in an abscess 
cavity, in contradistinction to a fungus ball, 
is generally associated with relative extensive 
disease in the surrounding parenchyma. 

Dr. SANDERS: The x-ray appearance is not 
what we had anticipated from reading the 
protocol. As pointed out by Dr. Ling, rather 
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than being the usual appearing cavity as one 
sees in many types of pulmonary disease, 
this lesion consists of a so-called intracavitary 
ball surrounded by a thin crescent of air. 
This x-ray picture has been said to be 
pathognomonic of primary pulmonary asper- 
gillosis. Some nine such cases had been 
reported prior to July 1956. 

If we exclude the x-ray findings we would 
stil make a presumptive diagnosis of 
bronchogenic carcinoma and recommend 
surgery. However, in view of the x-ray we 
are forced to change our diagnosis to primary 
pulmonary aspergillosis. All of this patient’s 
chest symptoms can be explained by an 
aspergilloma. Hemoptysis is a frequent finding, 
as is cough and a wheeze. 

The operation was probably a thoracotomy 
followed by lobectomy, which is the treatment 
of choice for primary pulmonary aspergillosis 
when the lesion is localized. 


Pathology 

Dr. WM. M, CHRISTOPHERSON: Thank you, 
Dr. Sanders and Dr. Ling. I must say this 
case seems much more clear cut now than it 
did when the patient was admitted with the 
combination of laryngeal carcinoma and a 
solitary lung lesion. The question raised then, 
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Gross photograph showing bisected mass in apex of lung. 


in addition to those that have been previously 
discussed, was whether or not the lung 
shadow could represent a metastasis from the 
laryngeal carcinoma. The patient was therefore 
referred to the Tumor Board. We felt that 
this was probably quite unlikely, since the 
cancer of the vocal cord appeared to be a 
relatively early one, and since there were no 
demonstrable cervical lymph nodes. The Board 
did feel, however, that a definite diagnosis 
should be established and, therefore, recom- 
mended thoracotomy precede laryngectomy. 
Accordingly the patient was explored and a 
left upper lobectomy was performed. 

The lobe weighed 300 grams and contained 
a rather large palpable mass in the apical 
portion. The specimen was bisected and 
revealed a thin-walled cavity approximately 5 
cm in diameter. This cavity communicated 
with a large bronchus which appeared to be 
completely patent. The cavity contained a 
soft, brown mass of amorphous material. We 
gave the surgeons a diagnosis of fungus ball 
and the chest was closed. 

On histologic examination the mass con- 
sisted of numerous branching hyphae. These 
were periodic acid-Schiff positive. The mold 
was confined entirely to the lumen of the 
cavity and no organisms were found in the 
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cavity wall, or elsewhere in the lobe. Culture 
of the material revealed aspergillus. 

The cavity was lined in part by bronchial 
epithelium and in part by granulation tissue. 
There was moderate inflammatory infiltrate in 
the wall consisting largely of plasma cells 
and lymphocytes. The remainder of the wall 
consisted of a rather thin layer of fibrous 
tissue. There was no granulomatous reaction 
within the wall or the surrounding lung paren- 
chyma. The remainder of the lung was entirely 
normal. 

It was our impression that the cavity 
represented a bronchiogenic cyst which had 
provided a nice culture media for the mold 
to grow in. The patient made an uneventful 
recovery and two weeks later a laryngectomy 
was performed. Postoperative sputum cultures 
consistently failed to reveal aspergillus. 

We would like to have had a better history 
on this patient, especially the man’s occupa- 
tion. Although aspergillus is very prevalent 
in both plants and animals, aspergillosis 
seems to be more commonly found in people 
who work with grains, or are exposed to 
grain dust. As early as 1856 Virchow described 
the pathogenicity of aspergilli in pigeon feeders 
in Paris. 

It is generally conceded that aspergillomas 
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occur in previously existing pulmonary lesions, lower lobe. In addition to the localized form 
such as the bronchiogenic cyst that this patient | demonstrated in our patient there have been 
demonstrated. So far as I know all cases cases described with nodulations of both lungs 
reported have involved either the upper lobe and with a chronic granulomatous response 
of the lung or the superior segment of the — to the mold. 


INFECTION WITH PHAGE TYPE 80 
STAPHYLOCOCCI IN AUSTRALIA 

“Staphylococci of phage type 80/81 were responsible for 
70 out of 86 major outbreaks of staphylococcal infection of 
the new-born in Australia from 1954 to the end of 1957. 

They predominated in serious infections in infants and 
older children admitted to children’s hospitals in Sydney. 

At Royal Prince Alfred Hospital, since 1955, they have 
been the predominant, but not the only, staphylococci found 
in cross-infection in patients, and they were the chief cause 
of staphylococcal lesions in the nursing and medical staff. 

Strains of this type are now widespread in the community 
outside hospitals. A marked increase in the incidence of 
generalized staphylococcal infection in 1956 and 1957 was 
due almost entirely to them. In nine out of 12 cases of 
fulminating staphylococcal pneumonia associated with Asian 
influenza in 1957, strains of this type were the infecting 
organisms. 

Nearly all strains of this type are penicillin-resistant, but 
so far resistance to other antibodies is more limited in 
extent.” 

PHYLLIS M. ROUNTREE and MARY A. BEARD 


The Med. Journal of Australia (1958) 
Vol. II. No. 24. P. 794. 
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BASIC ANXIETY 


WALTER J. GARRE, M.D., Seattle, Washington 


N in the animal kingdom 
do we find the young caring for their parents af- 
ter they themselves have grown-up and reached 
maturity. The animal directs all of its energies 
toward creating a new generation, and it will 
not hesitate to risk its very life, if necessary, 
in the defense and protection of its young. 
Nowhere in the animal kingdom can pregnancy 
and reproduction take place unless the female 
is ready to mate with the equally ready male, 
without the slightest hesitation, regret, or re- 
luctance. Pregnancy and reproduction are the 
culmination of the natural law of preservation 
of the species, and, when the time has come, 
the animal’s total dedication to this issue can- 
not be questioned. 

The cub accepts its parents’ devotion as a 
natural thing. When it matures, it will in turn 
dedicate itself unreservedly to the same pattern. 
All the energy, so to speak, is directed toward 
the creation and maintenance of the next gen- 
eration. None of this energy is diverted and 
invested into the past, the progenitor zenera- 
tion. No conclusion should be drawn from this 
statement of fact; I simply wish to point out 
that the energy of adult humans can be di- 
verted away from their children, toward sup- 
port and maintenance of the parents who may 
no longer be able to survive by their own 
power. 

I am, in this paper, concerned with diag- 
nosing the human condition and will carefully 
refrain from making any light and unjustified 
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The definition, mech- 
anism, and importance 
of basic anxiety and 
its significance in the 
development of the 
sympathicotonic and 
vagotonic reaction 
patterns. 


recommendations. However, it seems justified 
to state—in the spirit of the simple logic of the 
law of the distribution of energy — that the 
more the energy is bound up in the past, the 
parent generation, the less it will be available 
for the future, for the offspring. It can be noted 
that in speaking of “energy” I do not distin- 
guish at this point between material and emo- 
tional investment. 

We have discussed so far the mating condi. 
tions that prevail for animals in their natural 
habitat—by which I mean that no attempts 
have been made to domesticate them. In hu- 
man affairs, things look somewhat different. 
Even under optimum conditions there will re- 
main a certain degree of hesitation, resistance, 
and fear of pregnancy, if for no other reason 
than that the parents realize the hardships and 
sacrifices involved in bringing up children. 
This resistance to pregnancy can of course vary 
from the mildest degree to the most severe. To 
the degree that it is present, the child is felt 
to be an encumbrance and imposition. And to 
the degree that anything is felt to be an en- 
cumbrance, one would as soon do without it. 
To this degree the mother must unavoidably 
be pervaded by the resentment and by the wish 
—of which she may or may not be aware—to 
be rid of the child. The infant, although of 
course only on an emotional level, will be per- 
vaded by the feeling that its existence is threat- 
ened. It will fear death to the degree that it 
senses its mother’s resentment. Physiologically, 
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any jeopardy to our existence can be answered 
only through the well-known flight or fight re- 
sponse, by which the autonomic nervous system 
prepares us to meet such stress. The threat to 
our existence has to be overcome or avoided. 
The anxiety that the infant must feel, to some 
degree at least, I call “basic anxiety.” 

I postulate that basic anxiety must be pres- 
ent in every human infant. It will vary only 
in degree, depending on the degree to which 
the mother or the significant person has basic- 
ally rejected the infant. 

This basic anxiety becomes the source of 
subsequent disturbances in the individual, and 
these disturbances can manifest themselves in 
different ways. If the anxiety remains un- 
altered, the individual will be pervaded with 
the feeling of free-floating anxiety, unrelated 
to any object, person, or occurrence. We will 
then recognize it as an anxiety neurosis. How- 
ever, since unadulterated anxiety in itself is 
just about intolerable, some process is likely to 
take place by which this basic anxiety is con- 
verted into a more bearable form, although even 
after conversion it will materially interfere with 
the pursuit of happiness, health, success, etc. 

One form of conversion is along somatic 
lines. Although the infant is pervaded by basic 
anxiety and according to the physiological re- 
action responds to it by preparing itself for 
fight or flight, obviously neither fight nor flight 
can be undertaken at such a stage, particularly 
when, emotionally at least, the mother is to the 
infant the significant person on whom life de- 
pends entirely. The baby has no knowledge of 
the social or legal agencies that would protect 
his life if things came to the worst. Thus, the 
very mother who is the basis of life, threatens 
life at the same time. The resulting physiologi- 
cal responses are, in the case of somatization, 
turned on any or all vulnerable organs, and 
physical diseases will be the result. We can 
also speculate on the degree to which lowered 
resistance will open the door for omnipresent 
bacteria and viruses. We must never forget 
that all these processes are present in degree. 

On an unconscious level, the infant or child 
in its sickness is actually fulfilling its mother’s 
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wishes. Tragic as it may be, by self-destruction 
the child achieves the only form of acceptance 
possible from the significant person—the ac- 
ceptance that is so important for the subsequent 
feeling of “I am,” or ego strength. The inherent 
contradiction is obvious, but if we keep in mind 
that on an emotional level only very few adults 
have reconciled themselves to the fact that 
death means death, it is not surprising that on 
a more unconscious level death is not readily 
acceptable as a finality. On the infant’s level, 
where relationships are only in the forming 
stage, it might be premature to speak of such 
sentiments. Familiar to all, however, is the pic- 
ture of the child imagining himself dead and 
speculating how sorry his parents will be; he 
sees himself somehow watching their regret. 
Here the hostile and punitive attitude is obvi- 
ous. Not quite as obvious, however, is the im- 
plied fulfillment of the rightfully surmised wish 
of the significant person to be freed of the en- 
cumbrance. 

In the sense outlined here, and to the degree 
that conversion of the basic anxiety takes place 
along somatic lines, we can speak of an organ 
neurosis and can clearly see sooner or later 
gross and microscopic organic changes in the 
tissues involved. In other words, organic dis- 
eases will have emotional etiology to the great- 
est extent. The old concept that divides dis- 
eases into functional and organic does not seem 
satisfactory any more. It is inconceivable that 
emotions can be experienced without con- 
comitant body expression. These changes 
might well take place at first only on an intra- 
cellular humoral-chemical level, with morpho- 
logical changes too minute to be observed by 
the rather crude methods of gross and even 
conventional microscopic examination. But 
minute though these changes be, they will ag- 
gregate through the repetitive character of a 
personality reaction. 

It should be kept in mind that the physio- 
logical response to stress is the mobilization of 
energy resources aimed at overcoming the 
danger to our existence. Little does it matter 
whether the stress is real or only perceived by 
us as a threat. We have little way of knowing 
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whether a gun is loaded during a holdup or 
even whether a toy gun is being used, but as 
long as we feel threatened we will react ac- 
cording to our reaction pattern and the situa- 
tion. The individual stress level is specific to 
each individual, which accounts of course for 
the different amounts of energy expended by 
different individuals in similar situations. While 
we all have limitations, we will differ in what 
we experience as stress. Some individuals will 
stop functioning efficiently, for instance, as soon 
as the demand is made upon them to serve in 
the armed forces. Others will be able to func- 
tion as long as conditions are not too hazard- 
ous. Yet others can go on functioning success- 
fully for long periods of time even during ex- 
treme danger to their own life. 

Another form of conversion of basic anxiety, 
besides somatization, is the projection of the 
anxiety on other persons, objects, thoughts, 
occurrences, contacts. In so doing—certainly 


on a subconscious level—we relieve the unbear- 
able feeling of free-floating anxiety, we deflect 
our anxiety from the source, and so are not 
caught in the dilemma of fearing the mother 


who sustains life. Of course, all these persons, 
objects, thoughts, and contacts will be endowed 
with an unrealistic threatening quality, and our 
reactions will be unrealistically strong when we 
are exposed to them. In this way, we will ex- 
pend the same amount of energy in dealing 
with these contacts as we would have expended 
initially in reacting to the primary threat that 
caused the basic anxiety. No energy was econ- 
omized; the outlet was simply deflected from 
the original cause to a less unacceptable object. 

Whereas physiological reaction to real danger 
is normal, I would like to term the unrealistic 
and excessive reaction to threats that are per- 
ceived out of proportion to their real signifi- 
cance, “psychosomatic.” 

The severity of the basic anxiety will deter- 
mine the intensity of our unrealistic projections 
and, therefore, the intensity of our reactions 
in dealing with them; it will thus determine the 
extent to which body energy and resources are 
depleted and so lead sooner or later to path- 
ology of a lesser or greater degree. 
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The animal cub in its natural habitat cannot 
conceivably feel the anxiety surrounding the 
question, “Are my mother and father prepared, 
if need be, to risk their very lives in the pro- 
tection of mine?” The human infant, on the 
other hand, will be pervaded on the emotional 
level with the fear that his mother may be un- 
willing to risk her life in his protection. This 
sensation of fear for his existence can take 
three forms: (1) the fear that he will actually 
be destroyed by the mother, (2) the fear that 
his mother would not protect him from danger 
to her limits if necessary, and (3) the fear 
that he might be abandoned, which under 
primitive conditions is tantamount to death. 

At this point, I wish to raise a suggestion. 
When this threat is experienced primarily as 
an aggression we react, as we know well, pri- 
marily through the sympathetic nervous system. 
We mobilize for fight or flight, however in- 
effective and deleterious this frustrated reaction 
on the infantile level may be. Such individuals 
will develop later into the well-known cate- 
gories of sympathotonic adrenergic predomi- 
nance with subsequent corresponding vulner- 
ability and diseases. On the other hand, if the 
threat is experienced primarily as fear of 
abandonment it seems to me that the primary 
reaction would be overstimulation and ineffec- 
tive self-consuming overproduction of the para- 
sympathetic nervous system. This would ac- 
count for the predominance of the cholinergic- 
vagotonic reactions and for the subsequent vul- 
nerabilities and potential diseases characterized 
by desperate futile and ineffective parasym- 
pathetic overexcitation. An abandoned and 
starving infant might in his desperation attempt 
hyperactivity and self-digestion of the stomach; 
this is, of course, highly reminiscent of well- 
known theories of peptic ulcer formation. 
Colitis is only another form of excessive peri- 
stalsis connected with the digestive process. 
The parasympathetic - vagotonic predominance 
will be an expression of the hopelessness of 
abandonment and will be, therefore, charac- 
teristic of true depressive conditions. This 
might explain best the usefulness of stimulating 
shock therapy in these conditions. 
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It would even be interesting to speculate 
whether, when the basic anxiety corresponds 
primarily to the fear that the mother would 
not adequately protect her infant against 
danger, external irritants might assume an ex- 
cessive meaning out of proportion to their real 
significance. The infant, and later the child 
and adult, will be oversensitive to these irri- 
tants—in other words, allergic. The infant 
can, of course, have contact with the external 
irritants through the respiratory tract, the gas- 
trointestinal system, or the body surface. The 
degree to which the mother’s reaction pattern 
can convey a predisposition in utero deserves 
further study. The infant will experience basic 
anxiety both in different degrees and in differ- 
ent manifestations, these degrees and manifes- 
tations blending into one another according to 
the predominant mood and attitude of the 
mother. 

If this basic anxiety reaction is not converted 
along somatic lines, it will be reflected in the 
personality pattern of the individual and to a 
great degree account for individual responses 
to external stimuli. In other words, it will de- 
termine whether we perceive the environment 
primarily as a hostile one that must be fought 
and, if possible, destroyed or as one against 
which we feel we must defend ourselves. Here 
we would think of all the broad snectrum of 
sociopathic behavior and paranoid ideation un- 
derlying the thought and reaction pattern in 
many cases. 

Or the threat may become so intolerable that 
the mind refuses to recognize it any longer and 
we create unrealistic thought processes and live 
more or less in fantasy, which by its very na- 
ture is not conducive to realistic survival. 
Again, it must be emphasized that these mental 
deviations vary from the mildest degree of un- 
reality to the severest alienations. Indeed, the 
question can be raised whether mankind in it- 
self is capable of being completely realistic. 
When homo sapiens during his earliest begin- 
nings first pushed a few rocks after his per- 
secutors—perhaps other wild predators—and 
eventually became successful and proficient in 
using a rock as a hand ax, a feeling not only 
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of great achievement but of self-adulation must 
have pervaded him, so that he thought: “Am 
I not a most marvelous person to be able to 
do all this?” I postulate that this narcissistic 
self-adoration is most characteristic of man- 
kind. The reality, however, that surrounded him 
—the earthquakes, lightning, and floods—was 
not conducive to indulgence in this self-adula- 
tion. So man fancifully endowed all these 
dangers with personalities. He bowed to them, 
paid homage to them, and brought sacrifices 
to them. Thus he attempted to make them well 
disposed and, in his mind at least, to manipulate 
them to his will. It seems that as the human 
race split off from the animal kingdom it be- 
came not only toolmaking but also somewhat 
unrealistic; if we were not afraid of the term 
we could call this psychotic. If we follow hu- 
man history through the centuries this thought 
will perhaps not be too startling. 

I return to our point of discussion, basic 
anxiety. I have tried to indicate that basic 
anxiety, in varying degrees, of course, can cause 
somatization; the excessive and recurrent un- 
realistic demands on the body economy sooner 
or later will bring about organic changes and 
pathology. Or basic anxiety can be externalized 
and then fought in various ways, so that we 
are always getting from one difficulty into an- 
other. Or basic anxiety can be denied outright 
and thus cause alienation from reality, with 
all the self-destructive and life-denying impli- 
cations that such attitudes entail. 

So far I have emphasized only the im- 
portance of the mother in causing this basic 
anxiety. But it would be shortsighted not to 
appreciate realistically the role of the male, the 
father. It is only to the degree that the hus- 
band, not only before pregnancy but after de- 
livery as well, satisfies and pleases the mother 
and lives up to her expectations, that the child 
of this mate will be welcome. To this extent 
a son will sense his mother’s basic approval 
of his father and will be permitted a joyful 
identification with his father: “I am like my 


father . . . my mother approves of my father 
. . it is good to be a boy . . . it is good to be 
a male. . . it is good to be a man.” To the 
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extent that a girl senses her parents’ mutual 
approval she will feel something like this: “My 
mother enjoys and approves of my father . . 

I am like my mother . . . I enjoy and approve 
of my father, too . . . It is good to be a girl 
and later a woman and mother, because in this 
way I can enjoy the company of men, who 
make me feel I am worthwhile.” 

This permanent total approval of the op- 
posite sex is an ideal situation. It is unrealistic, 
too, because it is only an idea; the actual situa- 
tions will vary from near optimal to disaster- 
ously deficient. We choose mates that accept 
or reject us to the same degree that we accept 
or reject ourselves. We see, therefore, that the 
mating process is not haphazard. The old game 
of courtship has deep selective significance 
transferred into the emotional realm in human 
beings. We marry and choose our mates ac- 
cording to our emotional needs. To the de- 
gree, then, that the child is accepted it will be 
able to accept itself and will identify with the 
parent of its own sex; to that degree, it will 
follow the innate instinct of imitation. At a 


theoretical optimal level we see, therefore, that 


education is imitation. This is not a new con- 
cept: “Actions speak louder than words; Verba 
docunt, exempla trahunt.” 

On the other hand, the extent of the mother’s 
disapproval of her mate must determine her 
basic disapproval of his offspring. If she feels 
let down, if she does not get the emotional sup- 
port she needs from the male, she will call on 
the emotions of the child and make the child 
depend on her. Unknown to herself, she is 
taking bloody revenge on her husband by tying 
up the child’s energy and emotion in herself. 
In doing this, she cripples and stunts the child’s 
free development. 

Obviously, if the child were ever to outgrow 
this initial imprint it would clearly perceive the 
degree of depersonalization that was acted upon 
it. Bitter resentment would be the result. Only 
in the exceptional case will it be possible to 
grow beyond the initial imprint, and we can 
postulate that this will take place only if mo- 
tivation for self-improvement supervenes. The 
rule, however, will be that only in those happy 


(VOL. 87, NO. 10) OCTOBER 1959 


moments “when we are in love” will we come 
close to realizing our potentialities; soon after 
fulfillment we will sink back to our own basic 
level. Of course, our own parents were only 
children once and grew up according to the 
emotional investment available to them. So we 
see that generation follows generation as do 
links in a chain. The basic emotional pattern 
is not changed unless under extraordinary cir- 
cumstances, and even this is open to question. 
This can better account for the familial occur- 
rence of deficiencies than can hereditary pre- 
disposition, particularly if we keep in mind the 
overwhelming importance of the early impres- 
sions. But we see at the same time that we and 
our reactions and pattern are not “guilty” in 
the traditional sense but were, rather, influ- 
enced by circumstances surrounding our devel- 
opment. Yet society for self-protective pur- 
poses will deal with us as if we were personally 
guilty and responsible. This is tantamount to 
selectivity. 

A discussion of the human inadequacies by 
which basic anxiety can manifest itself would 
be incomplete if we were not to mention the 
potential shortcomings in the economic and re- 
productive aspects of life. The mature and 
healthy individual will strive for economic self- 
reliance. Economic dependency on others after 
maturity is not only by its very nature a mani- 
festation of one’s own inadequacy but has an 
additional connotation. Only self-supporting 
individuals do not impose directly or indirectly 
a burden on others. 

Here we can notice the sociopathic element 
inherent in all inadequacies. To make a home 
and rear children is of course the economic 
equivalent of gainful occupation. 

No life, no matter how successful otherwise, 
is complete if the individual fails in nature’s 
basic law of preservation of the species. Heavy 
is the price some individuals must pay to main- 
tain themselves as respectable members of the 
society if, knowingly or unknowingly, they can- 
not permit themselves to reproduce. 

Perhaps the following conclusion is justified. 
The more the parents basically approve of each 
other, the more the child will be welcome and 
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the fewer difficulties he will have in identifying spontaneously and not become emotionally 
himself successfully with the parent of his own crippled by enforced demands. The more the 
sex. The more welcome the child the more child is welcome, the freer he will be to de- ; 
his mere presence will please his parents. He velop his potentialities and resources, so that, 

will be a subject, not an object, and fewer de- = when his turn comes, he can dedicate himself 

mands will be placed on him that are meant to _—-with the same pleasure and readiness to the 

provide emotional support for the parents. The _ task of living. 

child will recognize this and will return love 
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SALT INTAKE AND HYPERTENSION 


“The present results do not confirm the findings of Dahl 
and Love (1957) that hypertension is associated with a high 
sodium intake and excretion. 

There is other evidence suggesting that sodium plays an 
important part in the pathogenesis of hypertension. Hyper- 
tension is extremely rare among the Australian aborigines 
(Hicks and Matters, 1933), the Cuna Indians of Panama 
(Kean, 1944), and the tribes from the Szechwan mountains 
of West China (Morse and Beh, 1937). A factor common 
to all these peoples is a low sodium intake of 1-2 g. or less 
a day, but many other factors, nutritional or genetic, may be 
responsible. 

With restriction of dietary salt to less than 250 mg. a day, 
the blood pressure falls in most hypertensive patients and 
rises again if more salt is added (Kempner, 1948). Moreover, 
Perera and Blood (1947) found that the rise in blood pressure 
of hypertensive subjects resulting from deoxycortone could 
be prevented by restriction of sodium intake. They showed 
also that an increase of dietary sodium chloride from 4 to 
15 g. daily produced a slight but definite rise in blood pres- 
sure in six patients with hypertension. 

In rats the use of 2% sodium chloride as drinking-fluid 
for six weeks produces hypertension and renal hypertrophy 
(Sapirstein et al., 1950). The feeding of salt also enhances 
the hypertension resulting from experimental renal ischaemia 
(Verney and Vogt, 1938), and salt restriction prevents pro- 
duction of hypertension in rats by deoxycortone injection 
(Braun-Menendez, 1951).” 


D. N. PHEAR 
Brit. Med. J., December 13, 1958 
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The Family Physician Meets 
Nervous Children 


a. physician in general prac- 
tice often finds himself confronted with the 
problem of nervous children. He probably ex- 
amines and treats more such children today 
than in the past. For a number of reasons, i.e., 
changes in our overall health problems, he may 
treat even more in the future. It is, therefore, 
important that he be well oriented in their 
psychiatric problems. 

There is considerable literature available re- 
garding the psychiatric problems of children, 
but not much of it is of direct value to the 
doctor in a busy general practice. Common to 
many publications are vague titles, covering a 
variety of approach and content, and a tend- 
ency towards theoretical speculations rather 
than practical measures. The family physician 
may consequently find it difficult to consult the 
literature in his work with nervous children. 
Without underestimating the value of other 
literature, reference will be made in this article 
to only one standard text book,’ which this 
author has found most helpful. 

In order to understand children, one must 
recognize that young children rarely communi- 
cate their problems in the usual adult fashion, 
i.e., by means of language. Nervous children 
may, even more than adults, transmit informa- 
tion about their problems through symptoms. 
These should be regarded as signals for help, 
indicating an underlying disorder, and should 
not be handled directly, for instance, as “bad 
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behavior,” “bad habit,” etc. A mentally dis- 
turbed child usually has four avenues of ex- 
pression: behavioral disturbance, psychoneuro- 
sis, psychosomatic illness, and psychosis. There 
may, of course, be combinations of these, but 
usually some one of these modes will be found 
to be the most significant for a particular child. 

Any psychiatric disorder is, of course, re- 
flected in the patient's behavior; but, in the 
group of behavioral disorders, these symptems 
are the main ones observable and bring the 
patient inte conflict with the environment. Be- 
havior is the most common symptom seen in 
nervous children, and it falls in two distinct 
categories. Children with conduct disturbances, 
often referred to as “acting-out behavior,” 
demonstrating various forms of direct aggres- 
sion, are the most prevalent. Acting out may 
appear in early childhood as temper tantrums 
and in school age children as aggressive, de- 
structive, and disturbing behavior leading to 
conflicts with authorities, usually first seen in 
school. While these children may be more com- 
mon or at least more noticed, the other sub- 
group is fascinating in its variety and com- 
plexity. The disturbances displayed by this 
group are often referred to as neurotic habits. 
These are generally well known, and when they 


From the Lower Peninsula Mental Hygiene Clinic, De- 
partment of Mental Hygiene and Hospitals, Common- 
wealth of Virginia. 
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occur singly as a behavioral phenomenon, they 
are hardly a sign of illness. The most innocent 
examples are nail biting, restless sleep, and 
refusal of certain foods. Stuttering, learning 
disabilities, or persistent sexual aberrations are 
more serious. A combination of neurotic habits, 
as usually seen in truly disturbed children, 
would be of particular concern. It should be 
noted that sometimes a symptom may persist 
as a pure habit without deeper significance long 
after the original problem has been overcome. 
The habit will then respond more readily to 
direct handling. 

Although simplifying the matter somewhat, 
one may say that a large portion of children with 
behavioral disorders, particularly of the first 
sub-group, are in conflict with the external en- 
vironment. Frequently the children have had a 
deprived childhood in a home in which there 
was domestic disharmony, and they are react- 
ing to conflict with their parents. The budding 
young psychopath may come from a cold, torn 
up home where nobody cares. The immature 
clown may have been nurtured by a subdued 
father and a solicitous, overprotective mother. 
But in this group of children, the physician 
must also always be on the look out for organic 
factors, mental deficiency or, more often, mild 
intellectual inadequacy. The average delinquent 
child, for instance, has an 1.Q. around 80-85. 
It will be fairly easy to detect brain damage re- 
sulting from previous trauma, infections, or in- 
toxications, but an EEG can be a helpful tool. 
In studying behavior disorders, the family phy- 
sician not only has a unique opportunity to 
observe interpersonal conflicts but also, if his 
time allows, to help, since treatment often 
means attempting to modify the parental situ- 
ation. Some of these children, however, may 
not even have a family and, in any event, one 
should not give up trying to help them because 
of limited understanding and cooperation of 
the family. 

Although psychoneurotic children are not as 
common as those with behavioral disorders, 
they are far from rare and will be seen from 
time to time in the doctor’s office. The psycho- 
neuroses appear in the same classical forms in 
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children as in adults. One may thus see acute 
anxiety reactions, at times to the degree of 
panic, necessitating the use of sedatives or 
tranquilizers. Conversion reactions with a var- 
iety of somatic manifestations, such as, motor 
paralysis, aphonia, pseudoconvulsions, etc., as 
well as dissociative states with peculiar trances 
may occur with dramatic impact on the family. 
In these cases, the doctor must carefully rule 
out physical illness as well as malingering, since 
some children are pretty good at this game. 
Hysterical children are often gratifying subjects 
for the family doctor, as they quickly respond 
to suggestion. While it is possible to remove 
symptoms promptly, one cannot so readily solve 
their real problems. Other classical features 
seen are obsessive-compulsive symptoms or 
phobic reactions, for instance, in guilt-ridden 
children from high standard, maybe strict 
homes. Phobic symptoms are fairly common 
and may present such dreads as fear of death 
or serious illness. A classical form, school 
phobia, is most frequently seen in second 
graders. In the classical and usual serious form, 
this fear originates from separation anxiety on 
leaving a strongly attached mother. Its treat- 
ment should insist on returning the child to 
school in some way, accompanied by psycho- 
therapy of the causal situation. We like to 
think of children as being happy. Nevertheless, 
we may encounter depression in children often 
in conjunction with acute or chronic anxiety. 
While at times strictly situational, children’s 
depression may be severe to the point of sui- 
cidal danger. Fortunately, the number of sui- 
cides as reported in the literature is small (in 
the U. S. A., 30-55 children under age 14 
annually? ). 

Neurotic manifestations occur mainly in 
children during school age and reach their peak 
in early adolescence. Neurotic children differ in 
this respect from those with disturbed conduct, 
who are often difficult as babies and have 
their greatest problems during puberty and late 
adolescence. There is another difference. The 
neurotic conflicts are intrapersonal, only sec- 
ondarily conflicting with the environment, and 
often involve problems of a sexual nature or 
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related to basic questions of life. The classical 
neurosis may, for instance, have its origin in an 
Oedipal conflict. The family physician will usu- 
ally have no difficulty in recognizing the neur- 
otic child, although he should differentiate be- 
tween neurosis and neurotic habits. However, 
he may easily be misled in the analysis of the 
origin, since both the patient and his parents 
are frequently bewildered about the illness. The 
history will, therefore, tend to suggest incidental 
happenings as causes and will rationalize or 
even cover up the problem. If the family phy- 
sician is called upon to treat neurotics, he will 
rely on symptomatic treatment with consider- 
able help from modern drugs. He prefers, when- 
ever possible, to refer these patients to a 
specialist. 

The third category of nervous children is 
really the domain of the family doctor. He 
frequently treats such conditions and usually 
with full knowledge of the psychogenetic back- 
ground. Somatic symptoms deriving from psy- 
chological causes may occur at any age during 
childhood and may involve any of the body 
systems. Except for symptoms occurring in the 
earliest childhood, a carefully taken history 
should disclose the source of the trouble. The 
symptoms may have been originally suggested 
by parents, copied from other family members 
or other children, or learned from movies, tele- 
vision, etc. Most commonly the symptoms refer 
to the gastrointestinal tract, but symptoms like 
headache and dizziness are not far behind sta- 
tistically. Their variety is, however, legion. A 
frequent problem met by the family physician, 
for example, is that of enuresis, so often seen 
in deprived and fearful children. From a gen- 
eral point of view, one may say that nervous 
children who react with somatic symptoms dif- 
fer from the groups previously discussed in 
that a basic factor in their illness appears to be 
situational. This may at times be so obvious 
that the parents recognize it, so that the phy- 
sician obtains sufficient information from both 
the parents and the child to clarify the situ- 
ation. It may at times also be very helpful to 
talk with the child’s teacher. Being situational 
in nature, these conditions are easier to treat. 
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However, even when the situation is one that 
very little can be done about, a child who is 
old enough may benefit from psychotherapy. 
Since they have had so many defeats, it is wise 
to treat these children with the utmost respect 
and to give them a chance to save face. 

The etiology of psychosis is more obscure 
than that of the illnesses mentioned so far. 
Granted that heredity, constitution, and pre- 
and postnatal factors of a physical nature may 
be potentially more important as primary 
agents, one may still very well also say that 
this form of illness is a mode of expression by 
the sick child. At least, it may be termed a form 
of adaptation to a disturbed inner, and possibly 
outer, milieu. Textbooks usually indicate that 
psychoses are rare in children. Actually, they 
may not be. It may be that we do not detect 
schizophrenic children, for many doctors have 
heard their adult schizophrenic patients de- 
scribe, in retrospect, symptoms that had already 
occurred in childhood. This leads one to be- 
lieve that, although undetected by family teach- 
ers, or doctors, schizophrenic illnesses are more 
common in childhood than they are thought to 
be, and that the nature of these illnesses ob- 
scures diagnosis. The family physician would. 
then, be particularly concerned with such sym- 
toms as withdrawal, unrealistic or delusional 
thinking, bizarre behavior, or unexplained 
changes in a child’s school record. Although 
in the past quarter of a century, teachers have 
become more aware of the implications of such 
behavior, isolated, withdrawn, and daydream- 
ing children are still often overlooked in our 
crowded schools. It is well known that these 
children with early schizoid traits are more in 
need of attention than the noisemakers. A spe- 
cial group of patients are the autistic children 
described by Leo Kanner.* It may be ques- 
tioned that these children belong in the schizo- 
phrenic group, but the symptoms, as well as the 
prognosis, are of such serious nature as to war- 
rant special consideration. The speech problem 
of these children is not so important as the 
absence of the need or desire for communica- 
tion, verbally or otherwise. The family physi- 
cian’s main task regarding pre-psychotic or 
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psychotic children is to detect them and to help 
their parents seek appropriate treatment for 
them. 

Since general practitioners are so frequently 
faced with the problems of nervous children, it 
is important as well as comforting to realize 
how often they can render effective help, either 
directly or indirectly. The value of a study by 
a psychiatrist or mental hygiene clinic is un- 
deniable; but, in many cases, the family doctor 
could continue the treatment of the child after 
the evaluation. Indeed, this would be a neces- 
sity in many rural areas. But the family physi- 
cian is in a unique position to do much for 
patients everywhere with behavioral disorders, 
mild neurotic reactions, and particularly psycho- 
somatic reactions. In addition to a good rela- 
tionship with the family, having considerable 
authority with both the patient and social 
agencies, he is able to secure information from 
diverse sources regarding the background of the 
child. Since psychiatric disorders at times are 
precipitated by or run parallel to an organic 
illness requiring physical studies, the physician 
will often feel obligated to care for the patient 
in toto. When his care of the patient requires 
home visits, he is in excellent position to ob- 
serve interpersonal relations firsthand. 

Besides the strictly medical approaches, i.e., 
modern drug therapy, there are certain cardinal 
features the physician should be aware of with 
regard to the needs of a nervous child. Regard- 
less of physical findings, the doctor should in- 
vestigate the mental care or the emotional at- 
mosphere surrounding the child. Since the ner- 
vous child is unhappy, one should look into 
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the child’s feelings of security both in relation 
to parents and to other people, particularly in 
school. Security in its widest meaning is of ut- 
most importance for a child.* This includes, 
first of all, affection. Fortunately, most of the 
time, this is given naturally rather than by pre- 
scription. But security also means acceptance 
and recognition, or mutual respect, and this is 
not present in all families, particularly when the 
child does not fit the form made up by the 
parents or society. With our strivings today to- 
wards intellectual achievement, the conse- 
quences may be unhappy children who want to 
and try very hard to live up to standards out 
of their reach. What acceptance then means 
is loving the child for what he is. Another fea- 
ture of security is related to the much discussed 
question of discipline. Here, the importance of 
consistency should be stressed. The author of 
this article has observed discipline in social 
structures other than our own and has come to 
the conclusion that the method of discipline is 
of less importance than consistency in admin- 
istering it. To this, one might add the need for 
understanding the child’s action and the impor- 
tance of the example set by the disciplinarian. 

Keeping in mind the needs of a child, both 
physical and mental, the physician should in- 
vestigate the degree to which they are being 
fulfilled and possibly direct his treatment to- 
ward increasing the extent to which they are 
being met. That this has always been done by 
the family physician is known; but even more 
can be done in this field, and it is felt that the 
family doctor holds a key position in our mental 
health work today. 
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Treatment of Pyogenic 


Infections and Wounds 


with Buccal Trypsin 


_ observation that trypsin can 
be absorbed through the buccal mucosa’ led to 
a practical method of using the enzyme in office 
practice. In this paper, clinical results are de- 
cribed in patients having local pyogenic infec- 
tions who were given buccal trypsin in addi- 
tion to antibiotics. 

When intravenous trypsin was given to 
patients with abscesses, it was observed that 
incisions could be made early, and the drain- 
age was thin, copious, and of short duration.* 
Some of the patients drained spontaneously 
and some others were resorbed without surgery. 
Golden* reported that furuncles drained spon- 
taneously, and healed in half the expected time 
when daily injections of trypsin were given 
intramuscularly. And similarly carbuncles 
drained spontaneously with a serous, rather 
than purulent or necrotic, exudate. He stated 
that healing occurred in twelve days or less 
in all of nine patients and all were able to 
return to their regular employment within a 
week. None required hospitalization. Then in 
1956, Innerfield' gave trypsin buccally to pa- 
tients with similar conditions. He summarized 
results obtained in seventy-four patients with 
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acute local infections as rapid reduction of 
inflammatory signs and thinning of exudates 
within twenty-four to thirty-six hours to permit 
easy and early incision and drainage. 

Tablets containing trypsin similar to those 
used by Innerfield were made available and 
were given to office patients with instructions 
that a single tablet be placed in the buccal 
pouch and allowed to dissolve. Complaints of 
pain and irritation were excessive. The first 
hard tablets have subsequently been modified, 
and with experience, a method has been de- 
vised for giving the tablets so that almost all 
patients find them non-irritating. In this paper, 
the present method is outlined together with 
the results achieved in a small series of patients 
with local pyogenic infections. 


Materials and Methods 


Twenty-five patients with local infections are 
included in the series. The conditions treated 
were: Carbuncles, Furuncles, Styes, Abscesses 
(breast, axillary, peritonsillar) Draining 
Wounds. 

The first ten patients at the beginning of the 
series were started on trypsin only when the 
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infection failed to head spontaneously or to 
resorb after penicillin had been given. Sub- 
sequently all patients were started on trypsin 
and penicillin at the same time. A single injec- 
tion of one million units of long acting penicil- 
lin was used. 

Five milligram tablets of trypsin were pre- 
scribed, one four times a day, until spontan- 
eous drainage was accomplished or until the 
infection had resorbed. The patients were in- 
structed to insert a rapidly dissolving 5 mg. 
tabiet of trypsin, Parenzyme B,® in the lower 
buccal pouch next to the molars. They were 
instructed to keep the tablet moving within this 
area to speed dissolution, but not to swallow 
the saliva for five minutes after complete dis- 
solution of the tablet, which requires three or 
four minutes to dissolve. In this way the tryp- 
sin, which is in solution, can be absorbed 
through the membranes of the mouth.* The 
patients were warned not to allow the tablet to 
remain in contact with any single place for 
more than half a minute or so because irrita- 
tion might occur. In two patients in whom an 
enhanced trypsin effect was desired, a 5 mgms. 
injection was given intramuscularly once a day. 
(See case records. ) 


Results 


CARBUNCLES: In four of five patients, car- 
buncles “headed” in one to three days and 
were incised and drained. In general, incision 
was made on the second day of trypsin and 
all drainage stopped within forty-eight to sev- 
enty-two hours. In one patient, a large car- 
buncle on the back of the neck resorbed com- 
pletely in four days. Treatment consisted of 
two injections of a million units of penicillin, 
and Parenzyme B,® q.i.d. for four days. 

FURUNCLES: Three instances of furuncu- 
losis were treated. Two of the patients re- 
sponded with resorption of all furuncles; one 
responded with the heading of two lesions on 
the second day, both of which were incised 
and drained for about two days. The other 
furuncles disappeared. One of these patients 
is described in more detail under Case His- 
tories. 
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StyeEs: All of five patients responded well. 
One patient had had recurrent episodes. Com- 
pared to previous occasions, the stye cleared 
in half the time, requiring only two days. No 
wet dressings were used. 

BREAST ABSCESSES: Three patients with 
abscesses of the breast were treated. In all, 
the area became soft and fluctuant. The times 
of treatment were five, six, and eight days. 
One drained spontaneously on the fourth day; 
the other two required incision. The drainage 
was fluid and copious and lasted for two to 
three days. Two weeks after discharge, a very 
large abscess developed in one of the patients. 
This broke down spontaneously under trypsin 
treatment. The case is described more fully in 
the Case History section. 

AXILLARY ABSCESSES: Six patients are in- 
cluded in the group. In five, the abscesses 
“headed” permitting incision two days later. 
One was given no penicillin because of a past 
history of allergy. In this patient, the abscess 
broke down spontaneously and drained. 

PERITONSILLAR ABSCESS: A patient with a 
fully developed peritonsillar abscess was given 
Terramycin® and buccal trypsin and was re- 
ferred to an otolaryngologist. The abscess was 
not ready for incision and treatment was con- 
tinued. On the fifth day of therapy, abscess 
had resorbed and no surgery was performed. 

DRAINING WoUNDs: Included are two pa- 
tients with unhealed surgical wounds, one of 
which had been draining for six weeks; the 
other for seventeen weeks. Buccal trypsin and 
penicillin were given. The first patient stopped 
drainage by the third day and the wound healed. 
In the other patient, drainage was greatly re- 
duced but did not stop until other therapy was 
added. This case is described in more detail 
in the Case History section. 


Case Histories 

1. Following the resection of an intestinal 
polyp, an elliptical wound, measuring about 
0.5 by 0.2 cm., remained open and draining 
for a period of seventeen weeks. The patient 
was first seen on December 21 and Parenzyme 
B was started, one 5 mgms. tablet four times 
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daily. On December 23, the wound had closed 
to about 0.2 by 0.1 cm.; there was still slight 
drainage. One million units of Penicillin was 
given on the 21st and again on the 23rd. By 
December 27, there had been some further 
improvement but not complete healing. At 
this point, once daily injections of Parenzyme 
Aqueous,® 5.0 mg. were given for three days 
in addition to the buccal tablets. There was 
complete healing by December 30, ten days 
after the first treatment. 

2. A young woman, 22, whose wedding date 
was four weeks off, came to the office on 
October 14 with a crop of painful medium- 
sized boils on the inner aspect of the left thigh. 
Long acting penicillin was given in a dose of 
one million units daily for three days during 
which time new outcroppings appeared daily. 
Buccal trypsin was then started on October 17, 
and no further antibiotics were given. No new 
boils appeared the next day; there was some 
relief of pain and the redness began to fade. 
By October 23, at the end of six days of 
buccal trypsin treatment, all evidence of fur- 
unculosis had disappeared entirely. 

3. A localized postpartum abscess developed 
in the right breast of a 23-year-old woman. On 
December 20, she was given one million units 
of penicillin and was started on buccal trypsin, 
one tablet four times a day. The abscess 
“headed” and was incised on the fourth day. 
Drainage was thin and had ceased by the 
second day; the area healed and the patient 
was discharged on December 26 after six days 
of treatment. Two weeks later, on January 10, 
she returned with a large mass in the right 
breast. X-ray examination revealed normal 
striation obliterated by engorgement. A diag- 
nosis of acute mastitis was made but the pos- 
sibility of malignancy was considered. She was 
referred to a surgeon on January 11 who sched- 
uled hospital admission at the earliest date, 
which was January 18. Because of the ex- 
tremely painful nature of the engorged area, 
Parenzyme B was started on January 13, 5 
mgms. every four hours during the day and 
5 mgms. of Parenzyme Aqueous were given 
intramuscularly once daily. On January 16, 
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the fourth day of treatment, the entire area 
broke down to a soft draining mass. The 
patient was hospitalized on January 18 and 
it was found necessary to make very deep 
incisions. The patient was not seen again until 
February 18, when she was seen with a re- 
currence of the very painfully engorged right 
breast. As no complications had been found, 
she was referred back by the surgeon for med- 
ical treatment. Trypsin was started immediate- 
ly, one 5 mgms. injection intramuscularly and 
5 mgms. every four hours buccally. Twenty- 
four hours later, the area began to drain spon- 
taneously again. 


Side Effects 

Among all patients treated with soft buccal 
trypsin, Parenzyme B, there was a burning 
sensation reported by a small percentage and 
one case of actual blistering of the mouth, 
necessitating discontinuance. Most patients 
commented that they felt a slight astringent or 
salty taste that was not unpleasant. When the 
outlined method of administration was adopted, 
the complaints were minimal. No systemic by- 
effects nor allergic manifestations from buccal 
trypsin were seen in any of the patients. 


Discussion 

Experience with methods of giving buccal 
trypsin was derived from a considerably larger 
number of patients than is listed here. How- 
ever, those with boils and other local infec- 
tions were selected for reporting of clinical re- 
sults because these conditions are such a prob- 
lem today. No cultures were taken to prove the 
infective organism, but in the first ten cases, 
there was evidently resistance to penicillin, be- 
cause the infections neither headed nor re- 
sorbed before trypsin was started. In all of 
these cases, once buccal trypsin was started, 
the abscess either headed with spontaneous 
drainage or incision and drainage, or resorbed 
and disappeared without ever heading. In the 
remaining fifteen patients, Parenzyme B was 
started at the first visit along with the anti- 
biotic. Without a matching series, only an im- 
pression of the increased rate of healing can be 


1345 


e 
. 
4 


given. The mean time of recovery and dis- 
charge appeared to be cut in half. 

When buccal trypsin is used, there is mini- 
mal pain at the site of the lesion while waiting 
for the inflammation to head. This was com- 
mented on particularly by those patients who 


A procedure is outlined for giving trypsin 
buccally. Little irritation and no side effects 
were encountered. 

Twenty-five patients with abscesses and 
other local infections were treated with buccal 
trypsin. Ten, resistant to penicillin, responded 
to the combination of penicillin and buccal 
trypsin. Fifteen responded rapidly when buccal 
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CLINI-CLIPPING 


Anatomy of the ear 
showing relation of 
tympanic membrane 
A to the tympanic 
cavity B, the Eusta- 
chian tube C, and 
the labyrinth D. a— 
Retraction of the 
tympanic membrane 
. . » b—Cutting ad- 
hesions. 
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EDITORIALS 


PERRIN H. LONG, M.D. 


“WHERE’S THE HOUSE STAFF?” 


In far too many hospitals in this country, 
the answer is, “We don’t have any interns or 
residents, not even foreigners. Before World 
War II, and the rush to the Specialty Boards, 
we had interns and residents, and we had some 
American residents up until the Korean War. 
Since that time, while we get an occasional 
foreign intern or resident we have not had a 
house officer who was a graduate of an Amer- 
ican school.” All doctors have given this 
problem more or less thought, and it has been 
ventilated upon frequently in the House of 
Delegates of various state medical associations 
and in that of the American Medical Associa- 
tion. The small or moderate sized non-teaching 
hospitals have been hardest hit by the shortage 
of house officers, and various bodies in organ- 
ized medicine have proposed this scheme or 
that to alleviate this situation. None, however, 
have worked and today the non-teaching hos- 
pitals, by and large, are getting fewer and fewer 
American trained interns and residents, while 
the medical school teaching hospitals are re- 
ceiving more and more applications from pros- 
pective house officers, both American and 
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foreign. Most recently, the supply of foreign 
graduates applying for internships have been 
curtailed, when the standards for their employ- 
ment in this country were sharply raised. In 
view of what has happened during the past 
decade, it seems reasonable to inquire into 
this situation the result of which is that many, 
many thousand American citizens have to go 
to hospitals each year which have no interns 
or residents. Of course, before proceeding with 
such an inquiry the question may be properly 
raised, “Is it necessary to have house officers 
in a hospital?” “Can't a hospital provide per- 
fectly adequate care without interns and/or 
residents?” Obviously, these two questions are 
loaded with dynamite. However, your Editor 
believes that ninety-nine percent of the readers 
of MEDICAL TIMES would prefer to send their 
patients to hospitals which had house officers. 
As to the second question, his answer would 
be “possibly” but that “if he were ill and had 
any choice at all, he would choose a hospital 
which was properly staffed with interns and 
residents.” 

If one faces the question of why we have 
this shortage of interns and residents, the answer 
(or answers) are easily found, but in a Democ- 
racy such as ours, very difficult to deal with. 
The situation which has developed is the re- 
sult of poor population and economic predic- 
tions, uncoordinated hospital building by gov- 
ernmental and voluntary medical agency, poor 
educational planning at governmental and or- 
ganized medical levels, the world political situ- 
ation which results in the necessity of main- 
taining a large military establishment, the 
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enormous development of Federal Medical 
activities in the post-war period, and a change 
in the social status of house officers from being 
primarily single to generally married, and hav- 
ing one or more children. 

Poor predictions in the late “thirties” and 
early “forties” relative to our population and 
economic growth have had very definite effects 
on the problem that is before us. No expert 
apparently foresaw the population explosion 
which has taken place since 1943-44. Our 
birth rate has been high, our infant mortality 
rate low, and as the result of rapid advances 
in the medical sciences, a sharp increase in 
the individuals who survive to ages fifty, sixty, 
seventy, and over has occurred. This older 
segment of our population occupies the bulk 
of all hospital beds in this country today. Then 
too, the advances in diagnostic and therapeutic 
medicine have made medical care more costly, 
and has reduced the number of patients which 
can be looked after by an intern or resident. 
There are more tests, etc. that he has to do 
today—some of which are really time-consum- 
ing. On the economic side, the burst of pros- 
perity and inflation which has occurred since 
the end of World War II was not forseen by 
most people. It has caused or resulted in a 
marked expansion of our industrial machine, 
which in turn has produced a terrific demand 
for recent college graduates to enter industry. 
The net result has been that with the relatively 
high salaries being offered to college graduates, 
the total number, and the quality of applicants 
for medical school has fallen off for several 
years. Preparation for a medical career which 
may take up to fourteen years before the indi- 
vidual can support himself or his family has 
apparently looked pretty grim to many young 
men who otherwise might have chosen a career 
in medicine. Then too, but fourteen percent 
of medical students are doctor’s children. 

One of the extraordinary features of the 
post-World War II period has been the expan- 
sion of medical care and medical research 
facilities at all levels of government and of 
voluntary agencies. On the basis, that a deficit 
in hospital beds existed especially in rural 
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areas as a result of lack of building during 
World War II, the Hill-Burton Act was passed. 
This has permitted the Federal government to 
assist in the financing of many thousands of 
hospital beds. Then, hardly was the War over 
when the enormous program of hospital con- 
struction (still under way) by the Veterans 
Administration was initiated. This added many 
more thousand beds. At state and municipal 
levels many large programs of hospital con- 
struction were completed. During this same 
period voluntary and proprietary hospitals in- 
creased their beds by the thousands. Few or 
none of these programs were coordinated and 
there is no evidence that any serious thought 
was given to the problem of providing house 
staff for these new beds. 

Actually, with the needs for interns and 
residents mounting well into the thousands, the 
increase in the production of house staff officers 
by American medical schools, i.e. increase in 
graduates has only amounted to about fifteen 
hundred per year over the number graduated 
in 1941. This failure to supply adequately 
prepared graduates to staff the increased num- 
ber of beds represents another example of the 
lack of planning and coordination which has 
characterized the mushroom growth of medical 
care in the post-war years. Furthermore, there 
is no evidence that determined steps are being 
taken to decrease this deficit of doctors. Cur- 
rently, there are about seven thousand gradu- 
ates of American schools per year. In sixteen 
years, a minimal estimate indicates that nine 
thousand five hundred graduates in medicine 
per year will be needed over the present out- 
put if the expanded population is to be properly 
cared for. This means an increase of two 
thousand five hundred graduates per year. No 
evidence is available which indicates that seri- 
ous efforts are being made to meet this need. 

The fact that since the Korean War we have 
had to maintain a large military establishment 
has had an effect on the number of young 
doctors who, in any given year, might be avail- 
able for house staff positions. About two thou- 
sand young doctors are currently required each 
year to provide adequate medical attention for 
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the men of our Armed Forces and their de- 
pendents. Were this not so, these young men 
would be available for house staff positions in 
many instances. 

We have pointed out the enormous expan- 
sion of beds in the Veterans Administration 
Medical Service. This expansion has been 
accompanied by the development of a very 
small intern program, and a very large residency 
training program. Over two thousand Amer- 
ican citizens are taking residency training in 
V. A. Hospitals. But this is not the only group 
which has expanded house staff programs since 
the war. The intern and residency training 
programs of the Army, Navy, Air Force, and 
Public Health Service have all been markedly 
increased in size over the pre-war period. Of 
course, residency training did not exist in the 
uniformed services or the V. A. before World 
War II. Then too, with the development of 
the National Institutes of Health and the Clin- 
ical Center, programs of various types which 
are very attractive to younger physicians have 
been set up. All of these Federal programs 
siphon off young doctors who formerly 


spent their early years in voluntary civilian 
hospitals. 

This increase in governmental activities in 
medicine has been paralleled in civilian areas 
by the development of great research institutes 


which annually take on hundreds of young men 
for experience in research methods and atti- 
tudes. In years past, most of these young men 
would have remained in hospitals as house staff 
members. 

Finally, and here one is treading on very 
dangerous ground, the question can be raised 
as to whether the house officer works as hard 
or as long as he did in the pre-war era. In 
those days, it was not uncommon for a resident 
to be given the responsibility for the care of 
thirty-five to forty patients. He was unmarried 
as a rule, lived in the hospital, spent most of 
his time there, and was quickly available to 
his patients at most times. Since the war this 
has changed. Recently, in a very well known 
hospital, the serving of the evening meal (din- 
ner) to the house staff has been abandoned. 
Why? Because most of them are married and 
go home for dinner. How many come back to 
the hospital? Those that are “on duty.” Prior 
to the war, in this same hospital, almost all 
of the house officers were unmarried and one 
could generally find them at night working 
in the wards, whether they were on duty or 
not. It would appear that the shift from the 
unmarried to the married status by house 
officers may have decreased the amount of 
time which they put in rendering service to 
patients. 
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doctor’s office was frequently furnished with heavy, uncom- 
A fortable, stiff furniture (“Morris Chair” type). 

People did not mind sitting around waiting for the doctor as many 
do today. 

The Saturday Evening Post, frequently of a somewhat ancient 
vintage, was found on the table in the “waiting room.” (Unfortunately, 
in many doctor’s offices today, the publications available to his patients 
are very much out-dated.) 

Practically every photograph of an interior which was taken looked 
as stiff and posed as this one does. Photo: Brown Bros., N.Y.C. 
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THE LONG AND SHORT OF IT 


From Your Editor's Reading 


Reserpine, Gastric Secretion, 
and Peptic Ulcer 

“1. Single, orally administered doses (0.25 
mg. to 0.5 mg.) of reserpine such as are 
used in the management of hypertension, 
stimulate HCI secretion only mildly; this effect 
is prevented by simultaneous administration 
of a therapeutic dose of an anticholinergic 
drug. Prolonged therapy with reserpine in 
these doses does not lead to gastric hyper- 
secretion. 

2. Single large doses of reserpine (1 mg. 
or more) given orally or parenterally usually 
provoke an intense and sustained secretion 
of acid, not prevented by even large doses 
of anticholinergics. The cumulative effects of 
these large doses is unknown. 

3. The evidence to date does not establish 
reserpine as an important ulcerogenic agent.” 


WILLIAM H. BACHRACH 
The Am. J. of Digestive Diseases (1959) 
Vol. 4, No.2, P. 123. 


Effect of Smoking on Gastric Secretion 


“The earliest recorded experiments on the 
effect of smoking on gastric secretion were 
those of Wolff (1889) and Skaller (1909). 
The subject was then neglected for almost 
twenty years, but since then many investigators 
have tried to elucidate the effect of smoking 
on gastric secretion and the course of peptic 
ulceration. Little would be gained by analysing 
their techniques and results except to say that 
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the variation in results appears probably te 
have been due to the natural variations that 
different patients, and even the same patient, 
show from time to time in basal gastric secre- 
tion, the short time during which the effect of 
smoking was noted, and the small number of 
cigarettes smoked. Also, work based on changes 
in response to a test-meal is of little value un- 
less the factor of gastric emptying is considered. 
Finally, as the present investigation shows, in 
short experiments gastric secretion diminishes 
with continuous suction; and this factor has 
been neglected. Where these sources of error 
have been more or less excluded, it has been 
shown that smoking stimulates gastric secretion 
(Steigmann et al. 1954). One exception to this 
finding are the observations of Schnedorf and 
Ivy (1939), who, in a carefully controlled 
study, found that smoking had no stimulating 
effect on gastric secretion; but they did not use 
each patient as his own control. 

In the present study the number of cigarettes 
smoked was greater than would usually be 
smoked in one hour, though not far in excess 
of the number sometimes smoked by heavy 
smokers. Table II shows that the percentage 
increase in total acid attributable to smoking 
was 110. It has been shown that gastric secre- 
tion in patients in duodenal ulcer is at three 
times the normal rate (Gray 1958), and it is 
unlikely that stimulation to the extent demon- 
strated could fail to influence the course of 
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peptic ulceration. This investigation thus sup- 
ports the clinical observation of Doll et al. 
(1958) that smoking delays the healing of pep- 
tic ulcers. 

This study shows that during smoking 
gastric secretion is increased, but does not 
indicate what component of factors are 
responsible. The effect of smoking on the 
gastrointestinal tract is usually attributed to 
the nicotine content of tobacco. Cigarette 
tobacco contains 1.5% nicotine, and the 
smoker of the average cigarette may receive 
several therapeutic doses of nicotine. Schnedorf 
and Ivy (1939) found that nicotine had no 
stimulating effect on the stomach, judged by 
the output from gastric pouches in dogs. This 
subject clearly justifies further investigation.” 


D. W. PIPER and J. M. RAINE 
The Lancet (1959), 1:697-98. 


Aspirin Plain and Buffered 


“What conclusions can be drawn? The 
first is that aspirin tablets are best supplied 
and dispensed in a pack which keeps them 
free from moisture, as for example in a 
strip-pack of metal foil; and a corollary is 
that aspirin should not be prescribed in an 
aqueous mixture. Secondly, the tablets them- 
selves should be formulated so that there is 
fine dispersion on disintegration; the so-called 
soluble aspirin is one preparation which 
achieves this. Thirdly, aspirin should never 
be taken on an empty stomach but only after 
meals, when the stomach wall is partly pro- 
tected by food. In advising these precautions, 
physicians should bear in mind that they 
are aiming to reduce the liability to erosive 
gastritis (which is usually symptomless) rather 
than hoping to achieve complete freedom from 
‘gastric side-effects, which may have their 
origin centrally in the nervous system. It is 
the failure to distinguish between the two 
which has frequently caused confusion when 
the action of aspirin on the stomach has 
been the subject of study or discussion.” 

Editorial, Brit. Med. J. (1959) 1:350. 
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Aspirin and Gastric Hemorrhage 

“About half of a series of patients admitted 
to hospital with gastroduodenal bleeding were 
found to have taken aspirin within 48 hours 
of their first hemorrhage as compared with 
15% of a control series with miscellaneous 
illnesses. These figures strongly support the 
contention that aspirin is a potent factor in 
this type of bleeding. Aspirin had been taken 
by 23 of the 44 patients presumed to have 
duodenal ulcer, by 13 of the 24 presumed 
to have a gastric ulcer, and by no fewer than 
19 of the 26 with no previous history of 
dyspepsia. These figures agree with our pre- 
vious ones (Muir and Cossar 1955) if 
allowance is made for the fact that our 
earlier investigation covered only the twenty- 
four hours before the hemorrhage. 

Again it was possible to divide the aspirin- 
hematemesis group into three categories: 

1. In 14 patients the history was so 
definite that no other conclusion could 
reasonably be reached. 9 were in the acute- 
lesion group, 4 had a duodenal ulcer, and | 
had a gastric ulcer. 

2. In 12 patients (6 duodenal ulcer, 3 
gastric ulcer, and 3 acute lesion) the history, 
though suggestive, left room for doubt. 

3. The remaining 31 patients (14 duodenal 
ulcer, 9 gastric ulcer, 7 no previous dyspepsia, 
1 portal hypertension) had taken aspirin 
within forty-eight hours of their initial hemor- 
rhage, but their histories gave no clue to 
whether it was in any way responsible for 
the bleeding. Many of them had taken aspirin 
regularly with impunity; some had stories 
of previous gastric bleeding when no aspirin 
had been taken and none gave the character- 
istic story of aspirin/heartburn-and-epigastric- 
distress/bleeding. 

Even if we accept only the first category 
of patients (14) as true examples of aspirin 
bleeding, we again come to the conclusion 
that one patient in every eight admitted with 
gastroduodenal hemorrhage was directly 
suffering from aspirin intolerance. 

The source of hemorrhage in these patients 
must be speculative, but we still think that 
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most of the acute-lesion group bled from an 
acute erosive gastritis. 

Further points of interest are: 

1. Of the people who bled after taking 
aspirin, fully half knew that that aspirin gave 
them indigestion. This applies to both the 
acute-lesion group and the presumed-peptic- 
ulcer group. 

2. Aspirin was much more dangerous when 
taken on an empty stomach. This is in itself 
evidence that aspirin is harmful to the stomach. 
Crushing of the tablets apparently made 
little difference to its irritant properties. 

3. Only 1 patient had taken soluble calcium 
aspirin and he was in the third or doubtful 
class. This seems to us significant, because 
we know that soluble calcium aspirin is pre- 
scribed widely in this area. 

4. Before their bleeding, relatively few of 
the ulcer patients noted any increase in their 
dyspepsia after taking aspirin whereas half 
the acute-lesion patients did so. The former 
finding is at variance with our previous obser- 
vation that a third of our peptic-ulcer patients 
disliked aspirin because it increased their 
indigestion. 

5. We cannot support Lange’s contention 
that hemorrhage from aspirin is more likely 
in older patients. 

This second series convinces us more than 
ever that aspirin is a dangerous drug, par- 
ticularly for those in whom it causes indiges- 
tion and in those with peptic ulcer. If indeed 
one gastroduodenal hemorrhage in eight is 
caused by aspirin, surely the time has come 
for a much fuller investigation into its effect 
on the stomach. 

Of 106 patients admitted with gastroduo- 
denal hemorrhage, 57 admitted having taken 
aspirin within forty-eight hours of their 
initial bleeding. Of 106 patients without gas- 
troduodenal hemorrhage, 17% had _ taken 
aspirin in the forty-eight hours before 
admission. 

The group of patients who most commonly 
gave a history of taking aspirin before the 
hemorrhage were those with acute gastric 
lesions (no history of dyspepsia). 
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Of the people whose hemorrhage followed 
ingestion of aspirin, half knew that aspirin 
gave them indigestion. 

Aspirin is more dangerous in this respect 
if taken on an empty stomach.” 


A. MUIR and ISABEL A. COSSAR 
The Lancet (1959) 1:540-541. 


Giant Innocent Gastric Ulcer— 
Its Behavior and Treatment 


“A series of 73 giant innocent gastric ulcers, 
measuring at least 3 cm. in diameter, is 
reported. 

The age incidence of the patients, the size 
and situation of the ulcers, the length of 
gastric history, and factors of possible etio- 
logical significance are given. 

Pain was the principal symptom in 41 
(56% ) patients and hemorrhage in 25 (34% ). 

Emergency surgery was required for hemor- 
rhage in 21 patients, of whom seven died. 
There were five perforations with one death. 

The distinction between the giant innocent 
ulcer of the lesser curve and the malignant 
one is discussed. Two cases of giant malig- 
nant ulcer of the lesser curve are described. 

Eight ulcers out of 36 treated medically 
have remained healed for two to five years. 

Thirty-four patients were treated by elective 
partial gastrectomy without loss. 

A method of selection for medical or 
surgical treatment is described.” 

S. L. STRANGE 
Brit. Med. J. (1959) 1:480. 


Evolution of Modern Surgery 
for Peptic Ulcer 


“I believe that if I had a peptic ulcer, I 
would adopt more or less the following 
procedure: 

If I had a duodenal ulcer I would place 
myself in the hands of a competent internist, 
preferably one with a special interest in gas- 
trointestinal diseases. I would follow his pre- 
scribed management and exercise all the 
self-discipline in this connection that I could 
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muster. If he did not make quantitative meas- 
urements of my fasting nocturnal gastric secre- 
tion, I would request that this determination 
be made. If I discovered that my stomach 
secreted in excess of 75 mEq. of free hydro- 
chloric acid in a 12-hour period, as compared 
with the normal of 15 to 20, I would conclude 
that my problem was a serious one and that 
medical management might well prove inade- 
quate. If my physician did not prescribe 
neutralization therapy during the night, I be- 
lieve that I would set my alarm clock to 
awaken me at the period of maximum secre- 
tion when I would partake of a mixture of 
milk and cream with some calcium carbonate. 
I would continue with medical management 
for at least a year, unless some serious com- 
plication developed. If at the end of this 
time I found that I was still handicapped by 
my disease, was less efficient in my work, 
and had to deny myself too much of the 
pleasures of life. I would then seek surgical 
treatment. Since it is my own stomach that 
we are considering now, I would select first 
that type of surgery which carried the least 
hazard, involved the least mutilation, and still 
provided a good chance to be free of my 
disease. I would choose to have a supradia- 
phragmatic vagotomy by the abdominal route 
combined with a posterior gastroenterostomy 
with a stoma not larger than 2 cm. in diameter 
and located within 6 cm. of the pylorus. I 
would beg the surgeon to make a meticulous 
dissection of the lower 2 inches of my esopha- 
gus in an effort to make sure that all vagus 
fibers were divided. I would also request him 
to decompress my stomach for the first 5 
days after the operation by means of a 
gastrostomy tube placed in the fundus of the 
stomach and covered with omentum. I be- 
lieve that duodenal ulcers are due to a hyper- 
secretion of gastric juice in the empty stomach, 
dependent upon excessive and abnormal secre- 
tory impulses in the vagus nerves. These in 
turn, I believe, are in some way caused by 
the tensions and strain of modern life. I 
would feel greatly relieved if during the first 
5 days after the operation, when my stomach 
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was being decompressed by the gastrostomy 
tube, the output of free acid in each 12-hour 
aspirate was less than 10 or 15 mEq. I 
would feel still better if on the tenth day 
after the operation the amount of acid in 
my 12-hour nocturnal secretion was less 
than 15 mEq. I would then have the tube 
removed if my stomach was now emptying 
satisfactorily. | would have my nocturnal secre- 
tion measured again at the end of 6 months 
and also after a year, particularly if any ulcer 
symptoms persisted. If the nocturnal secre- 
tion was still within normal limits, and the 
stomach emptying satisfactorily, I would be 
comforted in the thought that in all prob- 
ability I was now cured of my disease. 

If, however, I had a recurrence of ulcer 
symptoms and my own experience has indi- 
cated that this is usually due to an incomplete 
vagotomy or to an inadequate drainage oper- 
ation, I would resume medical management. 
Sometimes medical treatment that was inade- 
quate at first becomes sufficient after an in- 
complete vagotomy, indicating that some good 
was accomplished by the operation. If, how- 
ever, medical treatment again proved inade- 
quate and further surgery was required, | 
would now choose to have a two-thirds gastric 
resection with reconstruction of my gastroin- 
testinal tract by the Billroth II operation. 

If I had a gastric ulcer, my choice of 
therapy would be quite different because I 
am convinced that these lesions are usually 
caused by a hypersecretion of gastric juice 
of humoral or hormonal origin and the 
possibility of malignancy would affect all de- 
cisions. I would place myself in the hands, 
again, of a competent internist and I would 
be considerably relieved if after his careful 
study and fluoroscopic examination, possibly 
supplemented by a short period of medical 
management, he concluded that my ulcer was 
benign. I would be still further relieved if 
exfoliative cytology failed to reveal the pres- 
ence of malignant cells. | am uncertain as 
to whether or not I would subject myself to 
a gastroscopic examination. If after a period 
of 6 weeks of medical management I was 
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still not free of symptoms, my anxiety would 
return that the lesion might be a carcinoma. 
If the ulcer is located in the lower half of 
the stomach, I would elect to have a subtotal 
gastric resection with reconstruction by Bill- 
roth I if possible. If subsequent examination 
of the lesion indicated that it was benign, I 
would feel greatly relieved, since the develop- 
ment of marginal ulcer after resection of the 
lower part of the stomach for gastric ulcer 
is very rare. If examination proved the lesion 
to be a carcinoma, I would realize that some- 
thing, although perhaps not very much, had 
been done for me in the way of therapy. 

If the ulcer is in the upper half of the 
stomach and within a centimeter or two of 
the esophagus, the problem is quite different. 
At operation I would request the surgeon to 
open my stomach and inspect the lesion if 
at all possible. I should like him to palpate 
the ulcer with his bare finger and take a 
biopsy of a suspicious nodular area. In the 
absence of histologic proof that the ulcer is 
a carcinoma, I would not wish to have a 
cancer operation, which in this case would 
mean a total gastrectomy, probably with a 
laparothoracotomy incision. Such an opera- 
tion is too hazardous and the morbidity too 
great for nonmalignant disease. A removal of 
the antrum of the stomach leaving the ulcer 
in situ would remove the humoral phase of 
secretion and permit the ulcer to heal. Experi- 
ence with the Kelling-Madlener procedure has 
been most reassuring and physiologic studies 
support this belief.” 

LESTER R. DRAGSTEDT 


The Am. J. of Digestive Diseases (1959) 
Vol. 4, No. 4, Pp. 255-58. 


The Artificial Kidney 


“A total of 100 patients referred to the 
artificial kidney unit are reviewed. Of these, 
82 were dialysed with an improved Kolff- 
Brigham artificial kidney. Complications oc- 
curring during the dialysis were few and not 
serious. 

Acute reversible renal failure occurred in 
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63 patients, and 45 were dialysed. The basic 
treatment was a dictary regime (400 ml. of 
water and 100 g. of glucose daily, with 
vitamins). The most consistent indication for 
dialysis was clinical deterioration, particularly 
early mental changes, nausea and vomiting. 
The biochemical indications were a B.U.N. 
180-200 mg./100 ml., K 7 mEq/1., and CO, 
c.p. 13 mEq/l. The metabolic response, 
estimated by the daily rise of the B.U.N., 
was remarkably constant in any one patient, 
and a classification into mild (rise< 15mg./ 
100 ml. a day), moderate (rise 15-30 mg./ 
100 ml. a day), and severe (rise >30 mg./ 
100 ml. a day) is suggested. The mild group 
were frequently managed successfully without 
dialysis whilst the moderate group (mainly 
complications of late pregnancy) usually re- 
quired a dialysis between the 6th and 10th 
days. The severe group (mainly trauma, acci- 
dental or surgical) often required a dialysis as 
early as the fourth or fifth day. In the severe 
group the incidence of complications, particu- 
larly sepsis, was high andthe mortality 
greater. Many of these patients were referred 
too late; earlier transfer might improve the 
prognosis. 

The metabolic response in the pregnancy 
patients was reduced by 70% when 30 mg. 
of norethandrolone (‘nilevar’) was given daily. 
Administration of this steroid might largely 
eliminate the need for dialysis. A similar 
action has not been observed in other 
conditions. 

Nine uremic patients with reversible post- 
renal obstruction have been dialysed. Obstruc- 
tions in the upper renal tract have been relieved 
surgically following a dialysis. Obstructions 
caused by the prostate gland were relieved 
by an indwelling catheter, and a dialysis was 
performed, operation being delayed until renal 
function improved. 

In chronic renal failure too few patients 
have been treated for justifiable conclusions 
to be drawn. In those patients with acute 
renal failure of obscure origin dialysis has 
been used so as to maintain life while diag- 
nostic procedures were being undertaken. If 
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an irreversible condition was found no further 
dialyses were performed.” 


F. M. PARSONS and B. H. MCCRACKEN 
Brit. Med. J. (1959) 1:751. 


Streptomycin Poisoning in Renal Failure: 
An Indication for Treatment with 
An Artificial Kidney 


“The toxic effects of streptomycin became 
all too well known in the early days of its 
use. Smaller doses have since been advocated 
and the danger of renal insufficiency is better 
appreciated. The drug is normally eliminated 
in the urine by glomerular filtration, most 
of an injected dose being excreted unchanged 
within 12 hours. However, in severe renal 
failure, very little is excreted and the concen- 
tration of streptomycin in the plasma may 
remain elevated for a long time. With each 
additional dose the plasma level rises further, 
and serious toxic effects may appear. The 
damage sustained by the central nervous sys- 
tem is usually permanent, especially in older 
patients, and sometimes more incapacitating 
than the disease for which streptomycin was 
given (Goodman and Gilman, 1955). 

More recently an increasing incidence of 
toxic effects has been reported as occurring 
in spite of the smaller doses of streptomycin 
used currently in clinical practice. A total 
dose as small as 3 g. in three days has been 
known to cause vestibular damage, so that 
a more drastic limitation of dosage, to 0.5 
g. daily whenever possible, has been advo- 
cated by Cawthorne and Ranger (1957). 
These authors described 24 cases of strep- 
tomycin poisoning, in nine of which urological 
disorders were present, with impaired renal 
function in at least two of them. They stressed 
the danger of giving the drug when there 
is renal insufficiency, and it would be inter- 
esting to know whether abnormalities in renal 
function could have been detected in all their 
patients who suffered damage. All of our 
patients, though only five in number, had 
gross renal insufficiency. It is an important 
point, because ‘on it depends whether the 
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risks of the treatment can be determined before 
hand or not’ (B. M. J., 1957). 

Accumulating experiences certainly empha- 
size the importance of estimating renal 
function, at least roughly, before giving a 
course of streptomycin. It would be better to 
avoid giving it, unless absolutely necessary, 
when oliguria or shock is present, or when 
there is a possibility of acute renal failure 
occurring, as with septic abortions or crush 
injuries. It would be wise to take further 
thought and to make a full assessment of 
renal function before giving streptomycin for 
specifically renal conditions, or when protei- 
nuria or nitrogen retention is detected. Strep- 
tomycin therapy might well be regarded in 
similar light to the giving of potassium in- 
travenously, when clinicians these days are 
rather acutely aware of the dangers involved 
and check that urinary excretion is adequate. 
Since becoming aware of the importance of 
asking about the use of streptomycin in anuric 
patients referred to us we have been surprised 
by the frequency with which it has been given. 
Often there has been no clear indication for 
its use and no awareness of the danger of 
continuing to administer it during a period of 
oliguria. The importance of avoiding strep- 
tomycin in the treatment of renal failure is 
not sufficiently well recognized, and finds no 
mention in recent accounts of the disease 
(Bull, 1955; Merrill, 1955). 

Our own observations confirm the severity 
of the disability which streptomycin toxicity 
can induce, but an interesting and important 
feature is the long period of time which may 
elapse between administration of the drug and 
the appearance of symptoms. In both anuric 
patients symptoms were experienced 28 days 
after the first dose of streptomycin and 24 
days after the treatment was stopped. The 
delay may be partly attributable to the fact 
that symptoms are less troublesome while 
lying in bed. Vestibular damage occurred in 
both of these men in spite of hemodialysis on 
the eleventh and sixteenth days and reestab- 
lishment of a daily excretion of urine in 
excess of 1,000 ml. soon after. It is possible 
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that circulating streptomycin was insufficiently 
removed by dialysis and diuresis and con- 
tinued to cause damage. Alternatively, the 
drug could have become fixed in the tissues, 
or otherwise had time to cause damage which 
progressed even when streptomycin was re- 
moved or at least reduced in concentration. 

This matter is not resolved by examining 
our experiences with other patients in acute 
renal failure in which dialysis was deliberately 
used because they had been given streptomycin. 
One patient who had received 10 g. of the 
drug over eight days was not dialysed until 
the tenth day and yet remained free of symp- 
toms. It must remain for further experience 
to demonstrate whether dialysis truly helps 
to prevent the development of vestibular 
damage due to streptomycin and the limits 
of safety in regard to dose and delay before 
dialysis. 

There is no doubt, however, that strepto- 
mycin can be removed from the blood by 
dialysis. This fact has not been generally ap- 
preciated, and streptomycin could profitably 
be included in a list of drugs which can be 
removed by the artificial kidney (Merrill, 
1957). Being confined to the extracellular 
fluid in the body, streptomycin should be 
more readily removed by dialysis than bar- 
biturates and urea, which are distributed 
throughout the total body water. There is 
every reason to believe that early removal 
by dialysis should assist in preventing vesti- 
bular damage, and we now consider the ad- 
ministration of streptomycin in patients with 
renal failure to be one of the few conditions 
calling for immediate treatment with an arti- 
ficial kidney (Edwards and Whyte, 1958). 

Five instances of streptomycin poisoning in 
patients with renal insufficiency are described. 
In two of these with acute oliguric renal 
failure the symptoms of vestibular damage 
appeared 24 days after the last dose of 
streptomycin and after diuresis had occurred. 

Tests in vitro showed that streptomycin can 
be removed from blood by dialysis, and early 
treatment with an artificial kidney is recom- 
mended for oliguric patients who have been 
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given streptomycin. 

Five patients with acute renal failure who 
had received 1.5 to 10 g. of streptomycin 
were treated by hemodialysis as early as was 
possible (three to nine days). None developed 
signs of toxicity. 

Accumulating experience emphasizes the 
importance of estimating renal function before 
giving a course of streptomycin. 

Addendum.—The Commonwealth Serum 
Laboratories have kindly agreed to carry 
out streptomycin assays for us. Tentative con- 
clusions reached for one of our recent patients 
who had received 3 g. of streptomycin were 
that dialysis reduced the concentration in the 
blood from 32 to 17 mg./ml. Unfortunately 
this woman developed signs of streptomycin 
toxicity. She is the only one to have done 
so of the eight patients who have been 
treated by dialysis specifically because they 
had received streptomycin.” 

K. D. G. EDWARDS and H. M. WHYTE 
Brit. Med. J. (1959) 1:753-54. 


Treatment of Acute Renal Failure 


“The prognosis of acute renal failure is 
poor and is dependent to a great degree upon 
the nature and severity of the precipitating 
injury or illness, as well as the extent of 
the renal lesion. 

Shock was the cause of failure in 21 of 
the patients in this study, whether it was 
surgical, traumatic, or hemorrhagic. Incom- 
patible blood transfusion was the second most 
important causative agent. Whatever the 
source, renal failure is more apt to occur in 
patients from 30 to 70 years of age. 

The mortality may be reduced if the patient 
is closely managed by a regimen which (1) 
rigidly restricts fluid and electrolyte intake. 
(2) controls protein catabolism. (3) mini- 
mizes serum potassium rise, and (4) supports 
the cardiovascular system. 

The oliguric-anuric phase is the most critical, 
and fluid balance presents a problem. Usually 
600 cc. of H,O may be safely supplied daily, 
depending upon the degree of variation of 
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the patient from the basal state. An equal 
amount of water is then added to replace 
urine output, and when there is overt loss. 
Weight of the patient should be closely watched 
and determined daily by the use of a bed 
scale. By using a 10% sugar solution (glu- 
cose or fructose) to which is added 95% 
ethyl alcohol (up to 100 cc. daily), the 
basic carbohydrate calories can be supplied. 
All fluids and calories are given parenter- 
ally in order to obtain an accurate measure. 

An indwelling catheter should be avoided 
if possible. However, in the event the patient 
does not void every 24 hours catheterization 
may be done, using very careful technique. 

Potassium-containing substances should not 
be given any time during the oliguric-anuric 
stage. Twenty to thirty units of regular insulin 
may be administered sirhultaneously with the 
carbohydrate as a temporary measure to 
decrease the serum potassium. 

Dialysis with the artificial kidney is a 
valuable therapeutic agent and has been re- 
sponsible for decreasing the mortality. Indi- 
cations for its use are discussed. The contra- 
indications to dialysis are: active bleeding from 
any source, or prolonged hypotension just 
prior to dialysis. 

The experience with acute renal failure in 
81 selected patients at Milwaukee County 
Hospital has been reviewed. Sixty-two patients 
were treated conservatively; in nineteen patients 
dialysis was employed. Pulmonary edema was 
the most frequent cause of death.” 


EARL G. SCHULZ and FRANCIS D. MURPHY 
A.M.A. Arch. Int. Med. (1959) Vol. 103, No. 3. 


Studies on the Prophylaxis 
and Treatment of Tetanus 

“1. Simultaneous administration of tetanus 
toxoid and tetanus antitoxin is a practical 
clinical procedure as long as the two injec- 
tions are given at different sites. While the 
action of the first toxoid dose is somewhat 
suppressed a second dose of toxoid after an 
appropriate time interval elicits a typical rise 
in antitoxin titer. 
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2. High serum antitoxin levels in actively 
immunized animals afford complete protection 
even against large challenge doses of tetanus 
spores. Furthermore, even low serum antitoxin 
levels are beneficial in that some animals may 
escape disease altogether while others show 
only localized tetanus. Comparable levels of 
passively transferred antitoxin are much less 
effective. 

3. In actively immunized animals a signi- 
ficant change in serum antitoxin level within 
a short time following challenge inoculation 
indicates the occurrence of tetanus infection 
even in the absence of signs of tetanus. It is 
probable that essentially this same phenomenon 
may occur in human beings. Unchanging levels 
probably indicate failure of infection to occur, 
but the data are not adequate firmly to 
support this conclusion.” 


SARA PRUDOVSKY and THOMAS B. TURNER 


Bulletin of the Johns Hopkins Hospital (1958) 
Vol. 102, No. 2, Pp. 68-69. 


Studies on the Prophylaxis 
and Treatment of Tetanus 


“Comparison of blood serum levels of 
tetanus antitoxin following intramuscular and 
intravenous administration of a single dose 
of 80,000 units of tetanus antitoxin in horse 
serum were made in patients with tetanus. 
Six hours following intramuscular injection, 
the antitoxin level in 9 patients varied from 
0.5 to 7.5 units, with all but 3 having levels 
below 3.0 units; at 24 hours levels in 10 
patients varied from 4 to 25 units, the medium 
figure being 10 units. Maximum levels were 
attained 48-72 hours after injection, with good 
levels being maintained for at least 7 days. 
with smaller doses of antitoxin serum levels 
tended to be correspondingly lower. 

2. Following intravenous administration of 
80,000 units the 6-hour blood serum levels 
in 7 patients were 40 units or higher. Approxi- 
mately these same levels were maintained for 
48 hours, with the 7-day levels being about 
the same as observed following intramuscular 
injection. 

3. In the experimentally induced tetanus 
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of rabbits only an occasional animal could be 
saved by any form of therapy when the 
treatment was started after the onset of signs 
of tetanus. Intravenous administration of 
large doses of tetanus antitoxin did however 
lead to prolongation of life as compared with 
controls in one-third to one-half the animals. 
The administration of penicillin in addition 
to antitoxin yielded somewhat better results 
although the difference was not statistically 
significant. No beneficial effect could be 
demonstrated by the use of cortisone. Tetanus 
antitoxin in homologous serum gave about the 
same results as antitoxin in horse serum, 
although the total number of units contained 
in the rabbit serum preparation was consider- 
ably lower than that contained in the horse 
serum. 

4. Five patients who had been hospitalized 
with tetanus were subsequently studied for 
evidence of acquired immunity. In no patient 
were there detectable levels of tetanus anti- 
toxin in the blood serum within three months 
of the clinical attack and the pattern of 
serological response to an injection of tetanus 
toxoid was that of a primary rather than a 
secondary stimulus. It is concluded that a 
clinical attack of tetanus does not ordinarily 
result in the acquisition of significant degrees 
of active immunity to the disease. 

5. In the light of the foregoing results and 
our knowledge of the pathogenesis of tetanus 
it is concluded that a case of tetanus should 
be regarded as a medical emergency and such 
patients promptly be given a single large dose 
of tetanus antitoxin by the intravenous route, 
steps being taken to minimize the chance of 
anaphylactoid reactions. It is believed that 
the much more rapid induction of high serum 
levels of antitoxin by the intravenous route 
of administration affords potential therapeutic 
advantages which outweigh the somewhat en- 
hanced risk, in all but the mildest cases of 
tetanus.” 

THOMAS B. TURNER, EMILIANA A. VELASCO. 
JOVEN and SARA PRUDOVSKY 

Bul. J. Hopkins Hosp. (1958) 

Vol. 102, No. 2, Pp. 82-83. 


Severe Tetanus Treated With 
d-Tubocurarine Chloride and 
Tank Respiration 

“1. A case of severe tetanus with a three- 
day incubation period and a period of onset 
of 24 hours is described. 

2. Basic treatment was with d-tubocurarine 
and tank respiration. 

3. The patient survived after a period of 
15 days’ continuous artificial respiration, 
during which time 4525 milligrammes of 
‘Tubarine’ and 500 milligrammes of ‘Scoline’ 
were administered. He is well. 

4. Owing to the significant histamine release 
with d-tubocurarine, an antihistamine should 
be given initially as a prophylactic measure 
and as required from subsequent clinical 
observations. 

5. Anoxemia is emphasized as the common- 
est cause of death in tetanus.” 

GORDON SARFATY 


The Med. J. of Australia (1959) 
Vol. 1, No. 15, P. 498. 


The Treatment of Tetanus 


“We have recently discussed the prevention 
of tetanus in these columns. A report of a 
case by Gordon Sarfaty published elsewhere 
in this issue may serve as a text for some 
remarks on the treatment of tetanus. Perhaps 
we should begin by congratulating Sarfaty on 
the successful outcome of a case in which 
the prognosis at the onset was, by all accepted 
criteria, very bad. Several reports of success- 
ful treatment in similar desperate cases have 
now been published, and it seems quite clear 
that in such cases it is necessary to mobilize 
the full resources of a centre with the best 
modern equipment, and preferably a team 
familiar with this type of case. It is no accident 
that recent advances in the treatment of tetanus 
owe much to those who have had special 
experience in the treatment of bulbar 
poliomyelitis. 

There is still a considerable divergence of 
views on many aspects of the treatment of 
severe tetanus. There is no agreement on how 
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far sedation can be carried and when complete 
curarization is called for. The claims for the 
advantages of chlorpromazine as against bar- 
biturates are by no means generally accepted. 
It is undecided whether such a patient should 
be fed by stomach tube or intravenously. If 
curarization is decided on, what is the best 
type of respirator? The answer to this will 
depend to some extent on local availability 
and experience. Some authors have even ques- 
tioned the value of anti-tetanus serum in the 
treatment of established tetanus. 

As Sarfaty points out, since death in cases 
of severe tetanus is frequently due to respir- 
atory failure, in such cases it seems a logical 
procedure to treat the patient by paralyzing the 
respiratory muscles and maintaining respiration 
by artificial means. However, the problems in- 
volved in keeping a patient alive for two or 
three weeks under such conditions are formid- 
able, and the first reports of the success of this 
form of treatment appeared only in 1954. It 
would be generally agreed that resort to such 
a drastic form of treatment is justifiable only 
when the spasms and respiratory difficulty can- 
not be controlled by sedation, but there is dif- 
ference of opinion as to how far sedation can 
be carried. R. S. Packard and his colleagues 
at the Royal Prince Alfred Hospital, Sydney, 
have described the successful treatment of two 
patients with severe tetanus by heavy sedation 
with chlorpromazine combined with moderate 
doses of amylobarbitone, without the use of 
relaxants; in both cases the patient’s caloric, 
protein and fluid requirements were adminis- 
tered entirely by vein during the critical period 
of the illness—in one case this was maintained 
for over a fortnight. Intravenous feeding elimi- 
nated one serious danger in such patients, that 
of inhalation of regurgitated stomach contents. 
In their comments Packard and his colleagues 
imply that a large proportion of cases, even of 
severe tetanus, should be amenable to their 
regimen, which is based primarily on the use 
of a very heavy dosage of chlorpromazine. On 
the other hand, in Sarfaty’s case the patient 
had failed to respond to a dosage of chlorpro- 
mazine fully comparable with the amounts used 


(VOL. 87, NO. 10) OCTOBER 1959 


by Packard when the decision was made to re- 
sort to complete curarization and artificial 
respiration. There is clearly a place for both 
types of treatment in the appropriate circum- 
stances. Recent reports from England suggest 
the widespread adoption there of complete 
curarization and artificial respiration in the 
treatment of severe tetanus, but some of these 
reports refer only to barbiturates as the means 
of sedation. Chlorpromazine in really adequate 
doses has been advocated in several recent pa- 
pers as possessing special advantages in the 
treatment of tetanus, with the statement that in 
some earlier reports in which the value of 
chlorpromazine had been doubted, conclusions 
were based on cases in which the dosage used 
was quite inadequate. 

In a recent paper from South Africa, D. R. 
Laurence et alii report the results of a trial in 
which chlorpromazine was compared with bar- 
biturates in the treatment of 75 tetanus patients; 
they found no appreciable difference between 
the results obtained with these drugs. However, 
31 of these patients were neonates, of whom 25 
died; of the remaining 44 patients, 21 died, and 
a study of these papers by Laurence et alii sug- 
gets that under the conditions of their trial (i.e. 
with the resources available to them) a large 
proportion of patients with really severe tetanus 
died whichever drug was used, and that this 
trial was therefore not a fair test of the value of 
chlorpromazine in critical cases in which more 
intensive therapy was possible. Certainly a 
number of other reports suggest that chlorpro- 
mazine supported by moderate doses of barbi- 
turates has very important advantages over bar- 
biturates alone in the management of tetanus. 
A study of recent reports provides good grounds 
for the belief that important advances are being 
made in the treatment of severe tetanus, but 
that it is too soon to expect statistical evidence 
of the results of these advances, thus to some 
extent invalidating the conclusion of the report 
of O. Creech, A. Glover and A. Oschner on 
the evaluation of the treatment of tetanus at 
the Charity Hospital in New Orleans. These 
authors have analyzed 558 cases of tetanus in 
patients admitted to that hospital between 
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January 1943, and September 1956, and com- 
pared the results with those previously re- 
ported. Their paper contains much interesting 
information, but their final conclusion is that 
the decline in mortality during the period under 
review is but the continuation of a trend that 
has been going on since the beginning of the 
century, and is due to improved management 
in general rather than to any single factor in 
the treatment. While it is still true that the man- 
agement of severe tetanus has many facets, all 
of which may be vitally important, it is possible 
that the stage is now set for a really significant 
decline in the mortality from this dread disease. 

This raises the question of where cases of 
severe tetanus should be managed. Sarfaty re- 
marks of his own case that “after the induc- 
tion of paralysis, it was found that management 
differed very little from that of patients severely 
afflicted with bulbous poliomyelitis, of which 
much experience has been gained at this 
centre”. This statement illustrates plainly the 
advantage of treating tetanus in specially equip- 
ped units. This question was recently posed in 
our correspondence columns, and it is one 
which deserves serious consideration. Patients 
with even moderately severe tetanus can be, 
and are, successfully treated at country hos- 
pitals; but in the most severe cases, the ad- 
vantages of a specially equipped centre, where 
it is possible to have a doctor in attendance 24 
hours a day, with nursing staff experienced in 
the specialized procedures involved, physio- 
therapists to supervise postural drainage at fre- 
quent intervals, bronchoscopy as required, and 
the resources of a laboratory equipped to study 
the patient’s electrolytes—these must surely tell 
in the patient’s favor. How is one to know at 
the onset whether a particular patient will get 
by with adequate sedation and good nursing, 
or will need the utmost in therapeutic resource- 
fulness? Should all patients with tetanus be 
transferred to special centres as soon as the 
diagnosis is made? Is this practicable? At a 
meeting of the Royal Society of Medicine, A. 
Crompton Smith is reported as saying that at 
Oxford a patient with tetanus is first anesthe- 
tized, then paralyzed, an endotracheal tube is 
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passed, and respiration is continued manually 
till the patient reaches hospital, where tra- 
cheotomy is performed. This suggests that it 
should be possible to transport a patient by air 
from most places in Australia to one of the 
larger centres. It may be recalled that one of 
the patients of Packard et al was taken by am- 
bulance 280 miles from Tamworth to Sydney 
with a tracheotomy tube in position. This came 
out en route, illustrating the fact that the dif- 
ficulties and dangers of transporting such pa- 
tients are real. Do the advantages to be gained 
justify the risk? Even in the best hands gen- 
eralized tetanus still carries a considerable mor- 
tality. The answers to these questions are not 
simple.” 
Editorial, The Med. J. of Australia (1959) 
Vol. I, No. 15, Pp. 501-02. 


Therapy of Tetanus From 1905 to 1956, 
Gorgas Hospital 

“The treatment of tetanus can be directed 
at the three aspects of the disease: at the local 
wound, at the circulating toxin, and the effects 
of fixed toxin. This report presents experi- 
mental data from the literature, and analysis 
of cases treated over a period of 50 years, and 
a presentation of four recent cases. From these, 
a seemingly logical approach to therapy has 
been devised. 

Apparently treatment directed to the local 
wound has little effect on the outcome in a case 
of tetanus. The wound should receive only the 
attention warranted if tetanus were not pres- 
ent. Circulating toxin is not avidly fixed by the 
tissues, and in many cases neutralization can 
be accomplished before a lethal amount has 
been fixed. 

Fixed toxin acts on the central nervous sys- 
tem (CNS), giving fever, convulsions, and 
asphyxia. Proper sedation can prevent these 
convulsions, but the length and depth of the 
required sedation make a prophylactic trache- 
otomy mandatory.” 


G. Kourany, E. A. CLEvE, F. P. SMITH 


A.M.A. Arch. Int. Med. (1958) 
Vol. 102, No. 5, P. 829. 
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Epidemic Nephritis in North Yorkshire 

“In March 1958, when we were in the 
middle of an epidemic of acute nephritis, I 
looked through the literature and found only 
one account reported from the United King- 
dom. True epidemics were comparatively rare 
although there are many reports of minor 
outbreaks. 

Fourteen thousand cases were reported to 
have occurred during the American Civil War 
and over 1,000 cases of trench nephritis were 
reported from the British Army in France and 
Flanders during the first year of World War I 
(Brown, 1916). Epidemics were common at 
the end of World War II (Formijne, 1948; 
Pratas, 1944, Cascalea et al., 1945). Just 
after the war, 159 cases were admitted to 
hospital in Greenock and five times as many 
cases were estimated to have been treated 
at home (Fleming, 1949). In 1953, Rammel- 
kamp and Weaver in America and, in the 
following year, Wilmers et al. (1954) in this 
country showed the association of nephritis 
with Streptococcus pyogenes type 12. 

This is an account of an epidemic of acute 
nephritis in North Yorkshire. Five cases oc- 
curred in a small village in 1957, during the 
first two months of the year. Throat and 
nasal swabs from the local schools showed 
that there was a high incidence of Strepto- 
coccus pyogenes type 12 infection in these 
schools. Urines of the children showed albu- 
min, red cells, and casts in some cases, which, 
when compared with urines from children in 
schools 25 miles away, indicated kidney dam- 
age. In all, 38 children, 10 of whom had 
type 12 strains in their throats, had evidence 
of kidney damage. Sixteen months later, 7 
out of 38 still have abnormal findings—S 
with albumin, 1 with red cells and casts, and 
1 with red cells only. No more cases occurred 
until December 1957. From then until No- 
vember 1958 cases occurred in the Northaller- 
ton area and York mainly during the January- 
March period as before. 24 cases from the 
Northallerton area yielded 10 type 12 strains 
and, in York, 9 type 12 strains were isolated 


from 25 cases and type 22 from another. 
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all more than 60 cases of acute nephritis 
have occurred in the area. The ages ranged 
between 442 and 50 years, 25% being over 
21 years of age. The male to female ratio 
was 2 to 1. Only 4 out of 32 did not have a 
history of sore throat or otitis media. Mildness 
of the initial symptoms was a feature, as was 
a shorter latent period between infection and 
the onset of nephritis than has been described. 
Follow-up of the cases is proceeding and 
might, in time, throw light on the aetiology 
of chronic nephritis. 

Since November 1958 the epidemic has 
spread northwards to Tees-side where at least 
19 cases have occurred and the first death in 
the epidemic has been reported (Blowers, 
1959).” 

D. J. PAYNE 


Proceedings of the Royal Society of Medicine 
(1959) Vol. 52, No. 3, P. 214. 


Milkborne Streptococcal Sore Throat 


“We have traced descriptions of four ex- 
plosive foodborne epidemics of streptococcal 
tonsillitis in the past fifteen years (Bloomfield 
and Rantz 1943, 341 cases, Wilson 1944, 
89 cases, Commission on Acute Respiratory 
Diseases 1945, 100 cases, and Gardner 1952, 
265 cases). 

Such epidemics differ from the more common 
airborne outbreaks by their abrupt onset, 
sudden termination, and low complication rate. 
It has been suggested that these characteristics 
are produced by a massive infection with a 
relatively avirulent organism. 

Outbreaks of this kind in Service commun- 
ities mean that a unit may become useless 
with dramatic suddenness. In the Akrotiri epi- 
demics over 5000 man-days were lost through 
time in hospital, and in addition about a 
further 3000 days in sick leave. 

The low incidence of complications in this 
series accords with other reports of foodborne 
epidemics. Rammelkamp et al. (1952) sug- 
gested that the proportion of streptococcal 
infections leading to rheumatic fever remains 
relatively constant between 2% and 4%. In 
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this series there was only 1 case, agreeing 
with the findings of Gardner (1952) and 
contrasting with those of Henningsen and 
Ernst (1938) who reported 3% of rheumatic 
fever after a foodborne epidemic in Denmark. 

Although rheumatic fever is apparently not 
associated with any particular type of group-A 
streptococci, acute nephritis is commonly as- 
sociated with type 12 (Dingle et al. 1953). 
We found only 4 such cases in the first two 
epidemics in which streptococcus of type 12 
had been found to be the causative organism, 
and they were mild and transient. 

There was no case of “non-suppurative 
streptococcal fever” as described by the Com- 
mission on Acute Respiratory Diseases (1945). 

Unfortunately, the first two outbreaks were 
so overwhelming that it was impossible to 
organize treatment on a non-selective basis. 
We are therefore unable to compare the re- 
sults of the different methods of treatment. 
In the third epidemic in August, however, this 


was achieved and the results are described 
elsewhere (McDonald and Taylor 1958). 

In this series we were able to make some 
assessment of the effect of previous tonsil- 
lectomy, and the results suggest that the 
operation is associated with a lowered suscep- 
tibility to infection, but once the illness is 
established the individuals fare no better than 
their intact brethren as judged by the height 
and duration of fever. Bacteriologically, how- 
ever, there is a difference between the two 
groups since more patients with intact tonsils 
had positive throat cultures than those without 
tonsils. This supports the findings of other 
workers. 

In the follow-up throat swabs perhaps the 
most noticeable feature was the remarkable 
low incidence of positives obtained of 4.7% 
two weeks after discharge.” 


P. J. TAYLOR, M. A. MCDONALD 


The Lancet (1959) No. 7068, Vol. I, P. 333. 


CLINI-CLIPPING 


Acute stage of eczema, showing edema Chronic stage of eczema, showing li- 
and closely studded vesicles. chenification and cracking along the lines 
of flexion. 


MEDICAL TIMES 


Me 
1364 
| 


ONE OF A SERIES ON LEADING MEDICAL CENTERS 


University of Louisville 
Medical Center 


This busy medical center is proud of its medical library which 
was established in 1837 and now contains more than 37,000 books 


J ointly developed by the Univer- 
sity of Louisville and the City of Louisville, 
the Louisville Medical Center occupies a giant, 
20 acre tract near the downtown area. 

The center includes the Schools of Medicine 
and Denistry, Louisville General Hospital, 
Children’s Hospital, Jewish Hospital, Metho- 
dist Evangelical Hospital, and a new five 
story clinical research building. 

The University of Louisville was established 
in 1798 and the School of Medicine chartered 
in 1833. The medical school was organized 
by a group of professors from Transylvania 
Medical School, the oldest west of the Alle- 
gheny Mountains. Among the first professors 
were Samuel D. Gross, Austin Flint, Sr., Daniel 
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Drake, Charles Caldwell, Henry Miller and 
Lunsford P. Yandell, Sr. It is the oldest 
municipal university in the United States. 


Faculty 

The faculty of the School of Medicine con- 
sists of 103 full-time and 396 part-time 
members who supervise the clinical teaching 
program. 

The medical school receives more than $1 
million annually in separate grants for several 
projects and the furthering of teaching. 

The University of Louisville School of Medi- 
cal Library was established in 1837 when 
Joshua Barker Flint was sent to Europe to buy 
books and equipment for the then infant school. 
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Busy Staff Doctors at Louisville Children's Hospital 


As a consequence, the library is the repository 
of some of the most rare books on medicine 
and physical science to be found in the United 
States. Housed in a modern wing with work- 
shop and a fire proof area for rare books and 
manuscripts, the library contains more than 
37,000 books and receives some 795 medical 
periodicals. 

The library maintains a branch in the Louis- 
ville General Hospital for the use of house of- 
ficers in the University of Louisville Hospitals. 
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General Hospital 

Louisville General Hospital has a house staff 
of approximately 150. With more than 400 
beds, it draws from a population of 600,000. 
The out-patient clinic treats 125,000 annually 
in addition to 75,000 visits to the emergency 
rooms. 

Now nearing completion is a $4 million 
wing for new departments of pathology, radi- 
ology, obstetrics and surgery. Fourteen oper- 
ating rooms are included in the addition. 
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Above, waiting room of LGH out-patient department. 
More than 200,000 patient visits are made here each 
year. Below, test being made in radioisotope laboratory. 


Here, patient is being read- 
ied for rapid sequence x-ray. 
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A School of Nursing is maintained, affiliated 
with the University of Louisville, with an aver- 
age enrollment of 100. 


Children’s 

The Children’s Hospital, located opposite the 
General Hospital, was incorporated in 1890. 
Its facilities are an integral part of the medical 
school teaching and residency program. The 
chairmen of the departments of pediatrics and 
surgery assume the responsibilities for the serv- 
ices in this hospital. The capacity is 200. A 
clinical amphitheater seating 100 is in the 
center of the hospital and available for all 
teaching. 


Jewish Hospital 

Erected 3 years ago, adjacent to the Louis- 
ville General Hospital, the modern, 120 bed 
Jewish Hospital is an important unit in the 
student teaching and residency programs. The 
hospital contains a 70 seat lecture room for 
resident conferences. Construction is expected 
to begin soon to expand bed capacity to more 
than double the present figure. 


Training 

All patients in the Louisville General Hos- 
pital are house patients, and about 55 percent 
of the patients at Children’s Hospital are under 
house staff care. The Jewish Hospital maintains 
a service for private patients but a great per- 
centage are marked as teaching cases. 

Single house officers have furnished quarters 
and rooms are provided for married house 
officers when on duty. Housing for married 
house officers is available in the general en- 
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UNIVERSITY OF LOUISVILLE HOSPITALS 
CHILDREN'S JEWISH LOUISVILLE 
GENERAL 


Patients admitted 7,474 6,383 10,828 
Number of hos- 
pital days 48,297 42,053 114,574 
Outpatient visits 10,108 6,921 214,664 
Births 956 2,694 
Surgical pro- 
cedures 3,503 3,948 4,684 
Anesthetics 3,495 3,716 4,769 
Pathological 
examinations 1,320 2,567 3,787 
(438 autop- 
sies) 
Laboratory 
examinations 52,025 62,577 240,862 
X-ray 
examinations 8,579 7.352 30,391 patients 
41,387 exam- 
inations 
87,803 films 
4,466 treat- 
ments 


virons of the Medical Center; the chairman of 
the house officers committee provides help in 
obtaining suitable living quarters. 

Hospitalization is available to house officers 
and their families, including private institution 
care. 

The Ohio River offers swimming and boat- 
ing. Many natural wooded parks are a part of 
Louisville. Swimming pools, golf courses, and 
tennis courts are all within a short distance of 
the Medical Center. 

The Louisville Orchestra, J. B. Speed Art 
Museum, Kentucky Derby and spring and fall 
racing at Churchill Downs are among the varied 
diversions offered in the Louisville area. 
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Who is Your Lawyer? 


A friend of a friend? A neighbor? A world-famous 
attorney? It's up to you to decide the man best 
qualified to handle your legal problems. Here is a 
guide to help you make this important choice. 


ROBERT L. WYCKOFF, M.D., LL.B. 
Glendale, California 


= same mythical lady of the 
balance that charmed Daniel Webster and drew 
Abraham Lincoln from his fireplace still beck- 
ons today. Never before have so many re- 
sponded and never before have there been so 
many opportunities to obtain the first class law 
education which was denied Webster and Lin- 
coln. And as our social, political and economic 
lives become more complex, the need for law- 
yers grows. 

Yet doctors as a group have neglected their 
legal needs to a degree they would not tolerate 
if it were health needs being neglected by their 
patients. 

Is your will made out? Is it still in harmony 
with your present desires? Have you had your 
attorney look for possible loopholes in your 
malpractice coverage? Have you considered the 
advantages in the creation of a trust for retire- 
ment or for the education of your children? 

In seeking legal counsel it is essential to 
recognize that the practice of law is a profes- 
sion and that you are asking someone to give 
you advice based upon his specialized training 
and his judgment. To be satisfied you must 
have the assurance that your counsel is ade- 
quately trained, capable of good reasoning and 
the exercise of sound judgment. 
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Some knowledge of the system of legal edu- 
cation and licensing of attorneys in the United 
States will help you in selecting a counselor 
who will merit your confidence. 


‘ati 

The major law schools of the United States 
joined in the formation of the Association of 
American Law Schools in 1900. This associa- 
tion, active in promoting high standards of 
legal education, requires periodic inspections 
of member schools to assure compliance with 
its recommendations. 

Since 1923 the American Bar Association, 
which is to the law profession what the Ameri- 
can Medical Association is to medicine, has 
through its Council on Legal Education in- 
spected the law schools of the nation, grading 
them “approved” or “unapproved.” In general 
the approved law school must have a suitable 
physical plant, a minimum of 7500 usable vol- 
umes in its library, at least three full-time pro- 
fessors, provide a three year full-time course or 
a four year part-time course, accept only stu- 
dents with three years of acceptable college 
work. 

In addition, no approved school may be 
operated for profit.’ 
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Pre-Law 

There are 128 approved law schools and 37 
unapproved law schools in the United States. 
Each state has at least one law school except 
Delaware, Nevada, New Hampshire, Rhode 
Island and Vermont. The one law school in 
Maine is unapproved. Half of the unapproved 
law schools are concentrated in three states. 
California is well in the lead with eight; Georgia 
and Tennessee follow with five unapproved law 
schools each.” 

Since there is a close correlation between the 
number of years of college experience prior to 
the study of law and success on the bar ex- 
amination, pre-law is considered an important 
prerequisite by most law educators. Six of the 
unapproved law schools, all in the South, admit 
students without any previous college training; 
eighteen require two years of college; twelve 
require three years of college and one unap- 
proved law school, Duquesne University 
(Penna.) requires a college degree for en- 
trance. 

As in medicine, the practice of law is a 
privilege granted by the state, and the state de- 
termines the requirements needed by candidates 
before practicing. 

Each state establishes minimum qualifica- 
tions in an effort to protect the public from un- 
ethical or incompetent counsel. As with M.D. 
licensing, there is great variation of require- 
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ments for admission to the bar among the sev- 
eral states. 


Bar Exams 

Despite recommendations of the American 
Bar Association and its careful grading of law 
schools most states still make their own deter- 
minations in regard to the recognition of law 
schools. Only 11 states limit recognition to 
American Bar Association approved schools.* 

A few states exceed the recommendation of 
the bar association and require clerkships of 
six to nine months in a law office within the 
state. This roughly corresponds to a medical 
internship.* 

Written bar examinations are now required 
by all states before a candidate can be admitted 
to the state bar association. Bar examinations 
are effective screening devices; a large per- 
centage of candidates fail. In California dur- 
ing the past ten years only 48 percent of candi- 
dates passed the examination. During this same 
period 80 percent of the applicants from 
American Bar Association approved schools in 
California passed. These figures do not take 
re-examinations into account.° 

A minor exception to the required bar ex- 
amination is the so-called diploma privilege 
permitting graduates of certain favored schools, 
usually the state university law school, to be 
admitted without examination.° 

For a short time foliowing World War II, 
and to a lesser degree the Korean War, veterans 
whose law school educations had been inter- 
rupted by military service were admitted with- 
out examination, following proof of graduation 
and providing they met certain qualifications of 
residence within the state granting this privilege. 
This practice proved unsatisfactory in many 
cases. 

Only California specifically qualifies cor- 
respondence school graduates to take the state 
bar examinations, but a number of other states 
which require only the “reading of the law” or 
“study of the law” for a specified time may also 
accept them as candidates. Correspondence 
graduates have made a consistently poor record 
in California on the bar examinations. 
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He saw a lawyer killing a viper 
On a dunghill by his own stable, 
And the Devil smiled for it put him in mind 
Of Cain and his brother Abel. 
—E. T. CoLeripce, The Devil's Thoughts. 


Why does a hearse horse snicker 
Hauling a lawyer away? 


—Car_ SANDBURG, The Lawyer Knows 
Too Much. 


That there are men licensed to practice law 
who are worthy of so much poetic effort is a 
sorrow to the legal profession and a calamity 
to their prey. Fortunately the number of un- 
ethical attorneys is comparatively small, but 
hyperlawyerphobia is widespread because of 
them. The bellicose writings of a lawyer pub- 
lished in a medical journal, wherein he brags 
of his superior medical knowledge and threatens 
the whole medical profession with million dollar 
judgments, are in poor taste, fan the inherent 
flames of distrust of all attorneys, and impress 
no one favorably. 

Despite the feelings of the several writers 
quoted above most of them needed the services 
of a lawyer in their lifetimes—or over their 
dead bodies. 


Who calls a lawyer rogue may find too late, 
On one of these depends his whole estate! 
—GEorGE CraBBE, The Gentleman Farmer. 


The biggest breach of the minimum Ameri- 
can Bar Association recommendations is that 
almost half of the states permit some form of 
an apprentice-type program. A candidate need 
only work in a lawyer’s office for a period 
varying from two years to four years to qualify 
to take the bar examination.’ In a few states 
time spent in law school and in apprentice 
training can be combined to satisfy require- 
ments.* 


Law School 


Results of state bar examinations confirm 
the opinion of the A.B.A. that the optimal 
qualification for an attorney is graduation from 
an American Bar Association approved law 
school together with the successful passage of 
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a competitive bar examination administered by 
a public authority. That there are excellent 
attorneys who have not had the advantage 
of this recommended program is freely 
admitted. 

It is difficult and impractical to obtain tran- 
scripts of the grades earned in law school by 
lawyers practicing in your community; if they 
are known they may be of some value to you 
in selecting your attorney. However, at the law 
school I had the pleasure of attending® it was 
said that A students made good professors; 
B students made good judges; C students made 
good money and the D students made good in 
Washington. A similar evaluation scale exists 
in medicine. 

Most law schools have a chapter of the Order 
of the Coif, an honorary legal society emphasiz- 
ing scholastic achievement. Also many of the 
major law schools published professional 
journals featuring comments on recent deci- 
sions of the courts, and articles on the law 
edited by students selected for their special 
abilities. Many competitions are open to law 
students either in the form of simulated court 
actions or as competitive essays. Membership, 
service or participation in these organizations 
or activities constitutes an honor which is often 
indicated by an appropriate certificate displayed 
in the attorney's office in later years. 


State Reciprocity 

There is no equivalent of the National Board 
of Medical Examiners available to attorneys. 
Each state has its own regulations governing 
the admission of attorneys from another state. 
Most states will admit to their bar, without 
examination, an attorney who has been duly 
admitted in another state,’ practiced there for 
a number of years," intends to practice or ac- 
tually resides in the admitting state,"* or has 
resided in the admitting state a specified length 
of time."* 

Only a few states require an attorney seek- 
ing admission without examination to prove 
that he has educationally qualified himself to 
take the bar examination of the state.'* 

A young man graduating from high school 
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and desiring to practice law in Colorado may 
take three years of pre-law in Colorado, fol- 
lowed by three years of law school to qualify 
himself for the state bar examination. How- 
ever if he desired to speed things up and make 
some money practicing law in this same period 
he could move to Georgia, show that he has 
the equivalent of a high school education, “read 
law” in the office of a Georgia attorney for two 
years, take the Georgia bar examination, prac- 
tice three years in Georgia, then return to 
Colorado where he could be admitted without 
examination a year before he could have taken 
the bar examination had he remained in Colo- 
rado. 

To correct such inequities, some states re- 
quire attorneys applying for admission to take 
the regular bar examination.'* Other states give 
a special examination to practicing attorneys 
who desire to enter the state.’® 


Choice 

A few specific suggestions follow which will 
assist you in choosing an attorney. 

In selecting an attorney one should not base 
his choice entirely on the lawyer’s fame as a 
courtroom protagonist any more than he would 
chose his family physician because of his abil- 
ity as a surgeon. Some of the nation’s greatest 
lawyers rarely enter a court. Most good at- 
torneys will avoid wherever possible the uncer- 
tainties of the courtroom. Court has been de- 
scribed as a machine which you enter as a pig 
and come out a sausage."’ 

Each individual will have his own opinion 
about the age and experience he desires in the 
counsel of his choice. To be balanced against 
the desire for experience is the opinion of Ben- 
jamin Brewster, former Attorney General of 
the United States who once wrote, “A lawyer 
starts life giving $500 worth of law for $5 and 
ends life giving $5 worth for $500.” 

The practice of law is becoming increasingly 
complex and few if any attorneys are capable 
of giving maximum performance in all its spe- 


cialties. Unlike medicine, law, with a few pos- 
sible exceptions such as patents or taxation, 
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Once (says an author, where I need not say) 
Two travellors found an oyster in their way: 
Both fierce, both angry, the dispute grew 
strong, 
While, scale in hand, Dame Justice pass'd 
along. 
Before her each with clamour pleads the 
laws, 
Explained the matter and would win the 
cause. 
Dame Justice weighing long the doubtful 
right, 
Takes, opens, swallows it before their sight. 
The cause of strife remov'd so rarely well, 
“There take (says Justice), take ye each a 
shell. 
We thrive at Westminster on fools like you, 
’Twas a fat oyster—Live in peace—Adieu.” 
—Pope, Boileau. 


Most of us consider the above lines to be 
humorous because there is an element of truth 
in them. Each day, thousands of Americans 
are forced to forego their day in court because 
of dollar value of their real or imagined 
grievance is too low to justify the necessary 
inconvenience and expense. For this and many 
other dissatisfactions with the machinery of the 
law most people place the blame upon attorneys. 


does not provide specialized training; specialists 
rise through narrowed interest in study and 
practice. An attorney who never finds it neces- 
sary to seek consultation or assistance while 
maintaining a widely diversified practice does 
not get the best possible results for his clients. 

Martindale-Hubbell publishes a directory of 
the attorneys of the United States. It is available 
in law libraries, many public libraries, and some 
attorneys’ offices. The nation’s lawyers are listed 
alphabetically by states and counties. Some 
helpful information is given about each at- 
torney such as his birth date, college from 
which graduated, law school, bar memberships, 
and address. In the back are paid advertise- 
ments inserted by attorneys (perfectly ethical 
as this book is primarily for the use of other at- 
torneys) and listing some of the clients served 
by the law firm. An attorney employed by the 
local bank and several large industries in his 
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community is likely to be a good attorney. The 
failure to advertise is, of course, not to be in- 
terpreted adversely. 

State bar association officials will usually 
limit themselves to confirming the license of any 
attorney about whom inquiry if made. How- 
ever, if the attorney has been found guilty of 
unethical or illegal conduct this fact and his re- 
sulting suspension, public censure or disbar- 
ment will be revealed on request. It is not the 
policy of state bar associations to recommend 
one attorney above another. 

Attorneys, like doctors, are largely at the 
mercy of public opinion. A few careless words, 
a misguided client, or an overly publicized 
mistake can ruin a career. Public reputation is 
an important guide in the selection of an at- 
torney and should not be ignored, but it must 
be sifted carefully to remove bias and distortion 
from the telling. Remember that lawyers are in 
a directly competitive situation not ordinarily 
seen in medicine. The client who won his case 
may tell you that the logic and brilliance of his 


|. Standards of the American Bar Association as inter- 
preted by the Council of Legal Education. 

2. Rules for Admission to the Bar, Thirty-fifth edition 
(1957), Compiled by West Publishing Co., St. Paul, Minn. 

3. Ariz., Del., Ida., Mo., Neb., Nev., N. J.. N. M., S. D., 
Wisc., W. Va. 

4. Del., N. J., Pa., R. 1, Vt. 

5. Bar Examiners 
California, 1958. 

6. Ala., Wisc. until recently. 

7. 2 years: Ga., Miss.: 3 years: Del., Kans., La., Mass., 
Va., N. H.. N. C., S. C.; 4 years: Calif., Ida., Ill. 
N. Y., Pa., R. Vt, and Wash. 

8. Ill., La., N. ¥., N. C., Tex., Va., Wyo. 

9. University of Colorado (American Bar Assoc. ap- 
proved; Member, American Association of Law Schools). 

10. Ark., Colo., Conn., Del., Aa., Ga., Ill., Kans., 
Ky., Me., Md., Mass., Mich., Minn., Miss., Mo., Mont. 
Neb., Nev., N. H., N. M., N. ¥., N. C., N. D., Ohio, Okla. 
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Notes 


counsel enabled justice to triumph under the 
most difficult of circumstances. The opposing 
party, having lost his case, may say that the 
same attorney won by cunning, confusing wit- 
nesses and clouding the issues to the complete 
subversion of justice. By and large, however, it 
may be said that the public is more capable of 
judging the lawyer’s integrity and ability than it 
is capable of judging the similar qualities in a 
physician. A preponderance of public opinion 
about a lawyer is more likely to be true than 
false. 

Attorneys come in a full range of sizes, 
capabilities and prices, no one of which is the 
universal favorite. A truly satisfactory selection 
requires a matching of attorney capacities and 
client needs. 

When you are confronted with a legal prob- 
lem, concentrate primarily upon selecting an 
attorney in whom you have complete con- 
fidence; then give him not only your confidence, 
but also the assistance he requests — and all 
your worries. 


R. S. C.. S. D., Tenn., Utah, Vt.. Va.. W. Va., Wisc 
Wyo. 

11. 2 years: Mont.; 3 years: Ark., Colo. Me. 
Mich., Utah, Vt.. Va.; 5 years: Conn., Ga. la., Kans. 


Ky., Md., Mass., Minn., Miss.. Mo. Neb. N. H., N. C. 
(Reciprocal), N. D., Ohio, Okla.. S. C.. S. D., Tenn. 
W. Va., Wisc., Wyo.; 7 years: N. M.. Texas; 8 years: 
Pa.: 10 years: Fla., R. |. 
12. Del., Ga., Ill., la., Kans., Ky., Md., Mich 
Neb., N. H., S. C., Va., W. Va., Wisc. 
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iF is generally recognized that 
medical doctors are among the most ardent 
supporters of high fidelity sound, and that the 
number of physicians who are hi-fi enthusiasts 
probably exceeds that of any comparable occu- 
pational group. There is a good historical 
reason for this. Music has long been associated 
with the healing arts, and for centuries, physi- 
cians have found in it comfort for their patients 
and relaxation for themselves. Additionally, 
the problem of sound-proofing a physician’s 
consultation room so that patients waiting in 
an adjoining room are not involuntary eaves- 
droppers on the consultation usually involves 
very elaborate acoustic treatment. On numer- 
ous occasions the use of the principle of the 
“counter-irritant” method of sound treatment 
has been applied. This merely consists of hav- 
ing a reasonably low level sound system play- 
ing in the waiting room. 

In the past fifteen years, thousands of doc- 
tors have installed high-fidelity sets in their 
homes. Many have also equipped their offices 
with some form of good music system. The 
advent of stereophonic sound now provides 
the physician with an opportunity to listen to 
high fidelity music of a brilliance and clarity 
never before possible. Many doctors are there- 
fore installing stereophonic systems or convert- 
ing their present hi-fi sets to stereo. This 
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STEREO 
in a Doctor’s Office 


SOLOMON KUNIS 


article is intended to provide basic information 
on stereophonic sound of interest to the physi- 
cian who is considering installing a stereo music 
system in his home or office. 

The first question that is commonly asked 
in this field is “What is the difference between 
stereophonic sound and high fidelity?” The 
answer is that there is no difference, because 
the two terms are not directly comparable. 
“Stereophonic” refers to a method of repro- 
ducing sound through two or more channels 
so as to produce an effect of greater realism. 
“High fidelity” is the result obtained by the 
use of superior reproducing equipment de- 
signed to produce a faithful copy of the orig- 
inal sound. It is quite possible to have a well- 
designed monophonic system, which provides 
high fidelity results, and a poorly designed 
stereo system, whose output is strictly low 
fidelity. However, a good stereo system will 
always sound better and more realistic than a 
monophonic system of comparable quality, and 
in this sense, stereo may be regarded as even 
more “hi-fi” than monophonic systems. 

Prior to 1958, virtually all sound systems 
were monaural or monophonic. Such a system 
utilizes a single sound source which is fed 
through one amplifier and is heard in only one 
speaker or speaker system, as shown in Figure 
la. A good monophonic system is capable of 
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FIGURE 2 OPERATION OF A 
STEREO PHONOGRAPH RECORD 


an extremely accurate reproduction of the total 
qualities of the original program. But even the 
best monophone program differs from a live 
concert in one important aspect—the music 
lacks depth and direction. All the music seems 
to originate at a single point. There is no way 
for the ear to determine the direction from 
which the separate orchestral components, such 
as the brass or strings, emanate. As a result, 
there is only little sense of the presence which 
one feels when listening to a live orchestra. 
Audio engineers have determined that there 
is an infinitesimal interval between the time 
that a given sound reaches the right and left 
ears of a listener, and that this interval pro- 
vides the brain with a sense of the distance 
and direction of the sound. To obtain this 
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sense of direction, engineers first experimented 
with binaural sound. In this system, the orig- 
inal program was recorded by two separate 
microphones, placed six inches apart to stimu- 
late the distance between the ears on a man’s 
head. The microphone on the left recorded 
essentially what the left ear of an observer 
stationed at this point would have heard, and 
the right microphone picked up the sound for 
the right ear. These two slightly varying 
sounds were recorded on two separate tracks 
of a magnetic tape, as shown in Figure 1b. 
When the magnetic tape was played back, the 
track carrying the output of the left micro- 
phone was fed, via one amplifier, to the left 
earphone of the listener, and the other track 
was fed through a second amplifier to the right 
earphone. In this way, the original sound dis- 
persion was recaptured in the separate head- 
phones of the listener, and the sense of dis- 
tance and direction of the musical elements 
present at the original recording were recreated 
for him. 

Binaural sound and its accompanying head- 
phone proved to be a somewhat cumbersome 
system which has been largely replaced by 
stereophonic sound. Although essentially the 
same in principle, a stereo system (see Figure 
lc) utilizes loudspeakers placed five to eight 
feet apart rather than headphones. Also when 
stereophonic recordings are made, the micro- 
phones are placed in separate sections of the 
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orchestra, much more than six inches apart. 
Like binaural, however, stereo utilizes two 
separate channels of sound, and these are fed 
to two different loudspeakers. A listener seated 
in front of and approximately equidistant be- 
tween the speakers will hear orchestral sound 
as though it were spread out on the stage be- 
fore him. The stringed instruments will appear 
to be coming from his left and the brass from 
the right, exactly as they were placed when 
this program was first recorded. This produces 
a sense of depth and presence, as though the 
listener were actually facing a live orchestra. 

Three types of stereo program material are 
now available. Phonograph records are the 
most widely used source, but magnetic tape 
and radio broadcasts also provide an important 
and increasing share of the stereo sound out- 
put. Stereo records differ from monophonic 
records in that two sound channels, one for 
each section of the orchestra, are cut into each 
recording groove. A special stereo cartridge is 
used to play back these records so that each 
sound channel is fed to its respective amplifier 
and speaker system, as shown in Figure 2. 

Stereo cartridges are compatible and may be 
used to play back monophonic records too. 
When this is done, the monophonic program 
recorded on the disc will be heard identically 
in both speakers of the stereo system. This 
produces a pleasant panoramic effect which, 
however, lacks the directionality of true stereo. 
Stereo records, incidentally, should be played 
only on a system equipped with a stereo cart- 
ridge to avoid damaging the record. 

Stereo tapes provide an excellent and de- 
pendable source of stereo program material. 
A growing repertoire of pre-recorded sym- 
phonic and popular music is now available, and 
when the programs are played with the proper 
tape equipment, the result is usually superior 
to that achieved by phonograph records. To 
utilize stereophonic tapes, however, the system 
must be equipped with a good stereo tape 
recorder, which can be quite expensive. The 
pre-recorded tapes are costly too—about three 
times as high as a comparable phonograph 
record. Standard tape reels are somewhat more 
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difficult to handle than phonograph records, 
but cartridge reels which have recently been 
placed on the market may overcome this dis- 
advantage. 

The most recent source of stereo programs 
—and the one for which the greatest promise 
is held—is the stereophonic broadcast. At 
present three distinct types are available: FM- 
AM, FM-FM, and FM Stereo. These programs 
are heard on a more-or-less regular basis in 
different parts of the United States, and each 
has certain advantages and disadvantages to 
the user. 

In FM-AM broadcasting, a station transmits 
the left channel of a stereo program over its 
FM transmitter and the right channel over its 
AM transmitter. To receive the program, the 
listener must be equipped with both an FM 
and an AM tuner which are set to the respec- 
tive stations. A quality stereo tuner, on which 
the FM and AM portions may be operated 
simultaneously, will also provide these broad- 
casts. So-called FM-AM tuners, however, 
which provide either FM or AM, but not both 
at once, cannot be used for this purpose. 

Because of the inherent superiority of FM 
transmission, the left channel of an FM-AM 
broadcast will often be markedly superior to 
the right channel, producing an unbalanced 
effect in the stereo system. This defect is 
overcome to some extent by FM-FM broad- 
casts, in which two stations combine their 
facilities, with each transmitting one of the two 
sound channels. To hear FM-FM broadcasts 
the listener must use two FM sets, one tuned 
to the station transmitting the left portion of 
the program and the other to the station which 
is broadcasting the right portion. 

Another FM system, which does not tie up 
two stations, is utilized in the newly developed 
FM multiplex broadcasts now being transmit- 
ted on an experimental basis, subject to final 
FCC approval. For this type of broadcast, 
the station utilizes a technique known as multi- 
plexing, which permits it to transmit two sound 
channels simultaneously (see Figure 3a). To 
hear FM multiplex broadcasts, the listener re- 
quires only an FM tuner plus an adaptor for 
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picking up the multiplex channel. One type of 
multiplex system, developed by Crosby Lab- 
oratories, transmits the sum of the two sound 
channels (A+B) over its main carrier and the 
electrical difference between the channels 
(A—B) in the multiplex carrier. The multiplex 
adaptor combines these signals algebraically 
and thereby reconstitutes them into their orig- 
inal A and B components. (A+B) +(A—B) 
=2A and (A+B)—(A—B) =2B, if you re- 
member your algebra. 

One advantage of the Crosby system is that 
a sum-and-difference technique produces A and 
B signals which are equal in quality, so as 
to provide a balanced stereophonic program. 
It is also the only type of stereo broadcast 
which is truly compatible. A listener equipped 
with only a single FM or AM set hears only 
half of an FM-AM or FM-FM stereo broad- 
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DIAGRAM MULTIPLEX STEREO RECEPTION 


cast—the A or B sound channel, but not both. 
But a standard FM set without an adaptor will 
pick up the A+B signal which is broadcast by 
the main carrier in a Crosby FM multiplex 
broadcast. This signal combines the two sound 
channels, A and B, to provide a full program, 
without the stereo effect, as shown in Figure 3b. 

Multiplex adaptors designed for use with 
Crosby broadcasts are available in two forms. 
An external adaptor is connected between the 
FM tuner and the preamplifier-control of a 
stereo system. Also available is a plug-in 
multiplex adaptor, designed for direct connec- 
tion to the chassis of some late-model FM 
tuners. 

The installation of a stereophonic sound 
system requires careful consideration. A\l- 
though complete stereophonic systems enclosed 
in a single console are now available, a more 
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FIGURE 5 


Two views of the audio center in the den. Built-in cabinetry holds tuner, audio 


FIGURE 6 


control unit and turntable (left) and record bins (right). With center pull-out 


flexible arrangement can usually be obtained 
by the use of separate components. This is 
especially true if one has in mind an extended 
system with speakers in more than one area. 

A stereophonic sound system consists of 
three basic parts. First is the stereo program 
sound source which may be records, tape or 
tuner as previously discussed. The second ele- 
ment consists of the control panel and ampli- 
fiers, which are available either as a composite 
unit or as separate chassis. The final link in 
the system comprises the two speaker systems, 
each system consisting of at least one speaker 
in an enclosure. The more elaborate speaker 
systems contain two or three speakers with a 
crossover network to direct the high notes to 
the tweeter and the bass tones to the woofer 
in each enclosure. 

A typical stereophonic system installed in a 
New Jersey office-home combination is illus- 
trated in Figures 4-11. The system provides 
stereophonic sound in the living room from two, 
three-way Tannoy speakers housed in a Gen- 
eral Electric distributed-port enclosure, as 
shown in Figure 11. The sound sources include 
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table pushed in and record bins closed, unit (6) presents neat appearance. 


a Rek-O-Kut turntable, an arm equipped with 
a Shure M7D cartridge and a Fisher 101-R 
stereo FM-AM tuner, both mounted on slide- 
out trays in a beautiful walnut cabinet located 
in the den (see Fig. 7). 

Also mounted in the cabinet is a television 
set and an 8-inch Lorenz speaker with tweeter 
and crossover. The speaker is connected to 
both the TV set and to the hi-fi program 
sources, which permits listening to either in 
the den. The entire system is controlled by the 
Fisher 400-C audio center on the panel. To 
the left of the two Fisher chassis is a rotary 
switch control for directing the sound output 
to the various speaker and telephone jacks to 
provide for additional inputs to the 400-C. The 
two power amplifiers, Fisher models 80-AZ 
and 125-AX, are located on an open shelf in 
the basement, with the leads running to the 
Fisher 400-C in the den and the Tannoy 
speakers in the living room. These two single- 
channel amplifiers were not designed for stereo 
use and are, in fact, no longer being manu- 
factured. The owner expects to replace both 
units shortly with a single Fisher SA-300 stereo 
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FIGURE 8 


Close-up of the “heart' of the sound 
system in the den (7). To the left of the 
tuner and master control are rotary 
speaker switch and jacks for additional 
inputs. TV set is located in center of 
unit (8). It, as well as the hi-fi controls to 
its left, is located at comfortable stand- 
up level. Record bins (9) provide ample 
space for record collection. 


FIGURE 9 


Amplifiers (10) are located in base- 
ment. Living room in physician's 
home contains stereo speakers (11). 
Each speaker system consists of 
3-way Tannoy speaker housed in 
GE distributed-port enclosure. 
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amplifier to provide a more balanced stereo- 
phonic output. 

This system is being expanded to provide 
stereo speakers in the waiting room and office, 
which are located in a wing off the main house. 
At present these areas are fed by a small mono- 
phonic music center which is separate from 
the main system in the home. To round out 
the system, the owner expects to install two 
matched stereo speakers in his waiting room 
and probably a single speaker in his office. 
The waiting room speakers will be wired in 
parallel with the Tannoys in the living room 
and operated through the multiple speaker 
switch on the control panel in the den. 

Doctors who have installed high fidelity sys- 
tems in their homes are enthusiastic over the 
results. A good hi-fi system is a dependable 
source of low-cost musical entertainment which 
operates with only a minimum of attention. 
Systems installed in or extended to the doctor's 


waiting room have met with universal approval 
of the patients who find that the programs— 
especially those provided by the good music 
FM stations—provide a relaxing interlude be- 
fore the doctor is seen. 

The cost of installing a stereo music system 
depends upon the components chosen, the num- 
ber of extension speakers, and various other 
factors, and may vary considerably from one 
situation to another. Reliable high fidelity 
dealers and servicemen will be glad to provide 
an estimate of the cost-and install the system to 
your satisfaction. 

In figuring the expense of the sound system, 
you should bear in mind that a portion of the 
cost may be deductible as a business expendi- 


ture, if music is fed to your office or waiting - 


room. But regardless of cost, most doctors will 
agree that with the coming of two-speaker 
stereo, high fidelity sound has literally and 
figuratively doubled in value. 


HYDROCHLOROTHIAZIDE, A NEW SALURETIC 


“Hydrochlorothiazide is a potent saluretic drug, well tol- 
erated orally or intravenously, producing a marked increase 
in excretion of sodium and chloride. The amount of chloride 
excreted exceeds that of sodium. Potassium excretion is 
relatively slightly increased. The amount of diuresis and 
consequent weight loss depend upon the degree of edema, 
which may be obvious or latent. 

2. Hydrochlorothiazide, like chlorothiazide, is an anti- 
hypertensive but not a hypotensive agent. 

3. Hydrochlorothiazide, like chlorothiazide, may produce 
hyponatremia, hypochloremia, hypokalemia, and hyperuri- 
cemia. 

4. The maximal dose of hydrochlorothiazide appears to 
be 200 mg. daily.” 

, JACOB ZATUCHNI, WEIR KING, MARY RESINSKI 
The Am. J. of the Med. Sciences (1959) Vol. 237, No. 4, P. 119 
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Although you may 
be doctor and 
friend to many 

of your patients, 
don’t confuse 
the two roles. 


| ie Brown had dropped in to see 
Dr. Smith about his medication. 

“Morning, Joe,” said Dr. Smith. 

“Hi Doc,” said Joe. “How are you this 
morning?” 

“Well, Joe, I'll tell you, I'm in right bad 
shape today,” said Dr. Smith. “My stomach 
was paining me all night, and my piles are 
bleeding again. Add the fact that Johnny's 
home from school with a fever and you can see 
that things are pretty bad... .” 

Of course the above conversation is strictly 
imaginary. What Dr. Smith answered when 
asked, How are you?” was, “Just fine, thanks. 
How about you?” 

There's little doubt that the first answer if 
actually given to Joe would have shaken him 
up. After all you expect a doctor to ask you 
how things are going, how you're feeling, etc. 

Aside from what is obviously a rhetorical 
question and civility, if Joe were to think it 
over he'd probably realize that somehow he 
never expects the “Doc” to be anything but 
well and cheerful. This is the traditional role 
in which the doctor is placed. He is a man of 
endless patience, boundless energy, perpetual 
health and strength, maintaining his constant 
vigil by the bedside, apparently able to do with- 
out sleep! 
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Why You Should 
Limit Your Small Talk 


JOHN A, EWING, M.D. 
Chapel Hill, North Carolina 


Special 


Yes, there’s no doubt that in our patients’ 
fantasies we are more than human! Obviously 
we cannot fill such a role in actual fact, but is 
it such a bad thing if our patients see us as 
super-human? Probably not, provided we don't 
get to believe it ourselves! 

What makes Joe see his M. D. as someone 
special? Well, his present doctor, Dr. Smith, is 
the personification of all the doctors Joe re- 
members. 

There was that austere old man with the 
beard who put a suture in Joe’s scalp when he 
fell out of a tree. Joe was only six at the time 
and it hurt! Even now he’s just a little bit 
afraid of doctors. 


Composite 

Then there was the time he had pneumonia. 
He doesn’t remember much about it, though 
when he was grown up they told him he almost 
died. What he does recall is the secure com- 
fortable feeling he got as the doctor spoke 
some words of reassurance after examining 
him. The doctor seemed to know what to do 
and after he took charge even Joe’s mother 
seemed less anxious and helpless. 

Another experience, never to be forgotten, 
was when little Karen had meningitis. Joe and 
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his wife had learned to do without sleep then. 
Joe recalls long hours of waiting in the hospital. 
Things were slick and efficient; yet, the people 
working there seemed warm and sympathetic. 
That young doctor really worked hard. Saving 
Karen’s life. was not easy but somehow Joe 
felt the doctor knew his job and was doing as 
much as he would for his very own child. 

No! Joe’s composite picture of M.D.s is not 
of supermen but of warm, human people going 
about their work quietly and efficiently. 


Listen 


Surely, then, it would be reasonably human 
for the doctor to tell his own troubles to Joe for 
a change. The difficulty is, though that Dr. 
Smith has not usually done so to Joe. If he 
were suddenly to do so today he ought to ask 
himself why. Very probably the answer lies in 
a feeling of irritation that Joe is stirring up in 
him. Maybe complaining to Joe is a way of 
counter-attacking for all the complaints he has 
had to listen to. 

Instead, then, of telling Joe about his troubles 
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the doctor should be asking himself why he 
feels like telling them. What is it about Joe that 
is becoming so irritating to him? Is it really that 
the medication he prescribed for Joe doesn’t 
seem to be doing him much good? Maybe in- 
stead of treating those vague symptoms with 
medicine Dr. Smith should listen to Joe. Per- 
haps Joe is insecure and is using his symptoms 
to get attention. Why? Offering him a sym- 
pathetic ear may bring the real problems out 
into the open. (Joe’s wife is moody and tearful 
these days and little Karen, now nineteen, is 
going out with a boy Joe doesn’t like.) 

There are other good reasons that Dr. Smith 
should not tell his troubles to Joe. The main 
one is that right now Joe is a patient. 


Security 

There are people whom Dr. Smith meets 
regularly—on the golf course, for example— 
who know a great deal about his general state 
of health and his temperament. This is un- 
avoidable and perfectly natural. However, any- 
time that one of these people visits his office 
as a patient the role changes. Dr. Smith, the 
friend, becomes the professional man—still a 
friend of course, but much more. 

At such times the doctor has to watch that 
he keeps himself in the background of the rela- 
tionship because now his golfing companion 
is a sick person. All sick people are a little 
frightened, a little less adult, and are looking 
for reassurance and security. 

Perhaps this is a friend who exchanged per- 
sonal feelings with Dr. Smith at the nineteenth 
hole last weekend. He doesn’t want this now. 
Now he’s sick and he wants Dr. Smith the pro- 
fessional man; the doctor who will focus all his 
attention on the patient and will not talk about 
himself when it’s not necessary. 


Purpose 


Of course all successful clinicians have 
learned how to put patients at ease. Small talk 
is necessary. But only just enough to get the 
patient talking about himself. 

Such opening gambits in the doctor-patient 
relationship vary from patient to patient. With 
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his golfing friend, Dr. Smith might well ask Small talk should also be limited. It has 
how is his score. With Joe it might be a refer- _— served its purpose once the patient is talking 
ence to Karen or to Joe’s hobby of gardening. about himself. 

Small talk should be “patient oriented”—it 


should be aimed at getting the patient talking University of North Carolina 
about himself. School of Medicine 


EPIDEMIOLOGIC AND CLINICAL 
OBSERVATIONS IN SARCOIDOSIS 

“1. The geographic concentration of sarcoidosis occurring 
in male veterans was found predominantly in the eastern 
United States. The distribution of cases correlated well with 
the pine forests in our country. 

2. Most of the 1,700 patients with sarcoidosis diagnosed 
between 1949 and 1956 had been born in rural areas. The 
communities with the highest prevalence rates had lumbering 
and forest products as principal industries. 

3. The disease occurred 12 times more often in Negroes 
than in whites. 

4. The conditions most frequently confused with sarcoid- 
osis were tuberculosis, carcinomatosis and Hodgkin's disease. 

5. A follow-up study reveals that 15% of the veterans 
died within a five-year period. The most frequent cause of 
death was cor pulmonale. Active tuberculosis was a not 
infrequent finding. 

6. Certain laboratory findings suggest that pine pollen may 
be added to the list of suspected agents thought to be 
responsible for the disease or syndrome, sarcoidosis.” 

MARTIN M. CUMMINGS, EDWARD DUNNER 
and JOHN H. WILLIAMS, JR. 
Annals of Internal Med. (1959) Vol. 50, No. 4, P. 889 
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HOBBY OR INVESTMENT? 


So Doctor, You’re Going 


A continuing stream of city peo- 
ple are trekking out into the countryside to 
there invest in farm properties. This has be- 
come the fashionable thing to do and it has 
the blessing of those experts who offer advice 
on hedging against inflation. The theory—and 
it’s a shaky one—is that as the dollar decreases 
in value, the nominal dollar value of the farm 
will rise accordingly as an offset. 

There’s one important element overlooked 
in this neat oversimplification of how to avoid 
the consequences of inflation through farm 
ownership. When a physician or any other city 
dweller buys a farm as an investment he must 
engage in farming. Few city farm owners can 
afford to invest $15,000 to $50,000 or more 
in a farm and then let it lie fallow. 

In an inflationary period, as in one of stable 
prices, an investment of any kind must work 
and pay its own way. To invest in farm prop- 


to Buy a Farm.... 


HAROLD J. ASHE, Beaumont, California 


erty and not farm it is comparable to buying 
a rental property and not renting it. Lost earn- 
ings will more than cancel out any price rise 
traceable to inflationary forces, unless creeping 
inflation accelerates to a gallop. 

So, perforce, the physician who buys a farm 
must be a farmer, if only by proxy. A farm 
won't run itself, and it can’t be managed on 
weekend jaunts away from a practice. Even if 
a physician moves his home to a farm not too 
far removed from his office, he is likely to en- 
counter insurmountable difficulties. He'll be 
torn between two conflicting and equally de- 
manding interests: his farm and his lucrative 
practice. He’s likely, even if only to a small 
extent, to resolve this conflict in favor of the 
demands of his farm and to the neglect of his 
practice. Yet, few farms can possibly return 
to an owner for his personal services, hour for 
hour, what a physician can make in his practice. 

Probably most physicians may resolve this 
dilemma by hiring not only farm labor but a 
farm manager. Unfortunately, a competent, 

entirely trustworthy farm manager 
will usually value his services about 
as highly as though he owned a 
farm himself. Certainly his salary 
will have first claim on any so- 
called farm profits that materialize, 
with you assuming any losses. 

The typical small-farm operation 
is usually unable to pay both a going 
wage for hired help and earn a fair 

return on capital investment. 
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In fact, even when a highly skilled farmer op- 
erates his own farm, he may find it difficult to 
net both a decent return for his personal serv- 
ices and receive, say, 4 percent on his invest- 
ment. Large industrialized farms are not here 
under discussion. 

In describing a farm property, a broker may 
say that “the owner reported $6,000 income 
in one recent year.” This is Aesopian language 
understood only by the initiate. Translated: 
The best year the owner ever had on this run- 
down farm he grossed $6,000. The owner's in- 
adequate records don’t reveal the net but it 
was probably no more than $4,000. In bad 
years he really had to scratch to make ends 
meet. The owner’s spendable cash did not take 
into account building and equipment deprecia- 
tion, the decline in capital investment. 

For years, the writer served as tax counsel 
for a professional man doubling in farming. 
In one typical year, he netted $131 on a $40,- 
000 farm investment. Gross receipts were 
around $6,200. Labor, alone, cost him about 
$2,600. Depreciation charges, fertilizers, taxes, 
insurance and numerous other items absorbed 
the balance of his gross receipts, save only 
$131. This is hedging inflation? 

With a much smaller investment in rental 
properties, this same person netted about 
$2,000. 

Weekerds he commutes a hundred miles be- 
tween his city home and farm at considerable 
expense. He contributes considerable labor on 
these occasions for which there is no compen- 
sation whatsoever. 

Running a farm at a loss may have an ap- 
peal to some physicians in higher income tax 
brackets. Having an unquenchable urge to be 
a gentleman farmer, a physician may be less 
concerned with possible farm profits than in 
having some fun and relaxation out in the 
country. He may assume losses can be de- 
ducted from professional earnings and, income 
taxes considered, the loss may be negligible. 
The Treasury Department calls this form of 
rural amusement “hobby farming.” Its agents 
have been known to be quite hard-nosed about 
such farms which consistently show losses, and 


(VOL. 87, NO. 10) OCTOBER 1959 


in which the urge to turn a profit is too obvi- 
ously blunted. Cynical auditors may be unim- 
impressed by hay bills for saddle horses or 
bridle trail improvements or for the cost of 
raising food which ends up on the farmer's 
table. 

A physician may shrewdly buy a farm in 
which soil fertility is given primary considera- 
tion. He may wind up with a beaten-up farm 
home because the previous owner plowed back 
farm income into improving the land. Along 
about here, the physician decides to build a 
new home or modernize the old one. When 
he gets through, his home is a show place for 
miles around, causing envious motorists to slow 
down for a better view. 

By the time he’s planted a privet hedge 
down by the highway he’s forgotten about his 
hedge against inflation. He has sunk as much 
—and sunk is used carefully—as much in the 
home as he has invested in the land and farm 
buildings. Comes a day when he wearies of 
his hobby farming. Will any dirt farmer come 
forward and bail him out with the original 
farm price plus the cost of expensive home? 
Huh, uh! A working farmer wants his money 
tied up in farm assets that will work for him, 
not in a fancy-Dan home which will only give 
his wife fanciful notions, prejudicial to getting 
farm chores done. This hedge against inflation 
will finally be sold at a substantial loss, prob- 
ably to another gentleman farmer who must 
learn the hard way. 

Again, a physician may be indifferent to 
soil fertility and crop yields, buy a farm be- 
cause it has a Colonial monstrosity of a house 
that can be reconstructed. Again, he'll sink 
about twice as much in the project as he'd 
estimated. He'll wind up with a fine and ex- 
tremely expensive home on a worn-out, gully- 
gutted, soil depleted farm. He can’t even grow 
a crop of burdock weeds. The locals will dub 
it Dr. Blank’s Folly or some other equally 
appropriate name. 

However, doctor, if you buy a farm your 
family will be assured of fresh, unpasteurized 
milk every day. By exercising every possible 
efficiency measure and employing farm labor 
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at not in excess of $1 an hour and found, the 
cow’s lacteal outgivings shouldn’t cost more 
than six-bits a quart for what’s consumed in 
your home. About the second day after you’ve 
taken possession you'll discover, doctor, you’ve 
acquired a productive machine that can’t be 
regulated. You'll get more milk than your 
family can drink but too little to put you in 
the dairy business. Most of the milk will slop 
the hogs. When hogs have better slops it al- 
ways comes from city farmers with too much 
cow and too little family. 

There is one offsetting advantage which 
should, in fairness, be mentioned. Your wife 
won't have to cart milk bottles in off the steps. 
All she need do is milk the cow whenever 
the hired hand has a lost weekend. Incidentally, 
this occupational disease always besets farm 
labor during the height of the harvest season 
or whenever there’s a festive event in the 
countryside. 

You'll be living close to nature, which is 
worth something. When you explore your 
woodlot you'll learn at first-hand the peculiari- 
ties of poison ivy and poison oak. The farm 
catalogues play up the joys of owning farm 
land adjoining rivers and streams. You may 
even have your own private swimming hole. 
Too late, you may discover that the nearest 
town 20 miles upstream dumps raw sewage 
into your stream. The fishing you’ve been 
promised doesn’t materialize. Even the mud 
suckers departed because they couldn’t develop 
a tolerance. 

If you're lucky, doctor, you may be the 
owner of a private game preserve where the 
deer and the antelope play—while tramping 
down your crops and nibbling the tasty bark 
off your prize Baldwins. It won’t be private 
too long, you'll discover. Every hunter for a 
hundred miles around will make a pilgrimage 
to your farm, tearing down hogtight fences 
to gain entry. During hunting season, your de- 
fenseless family will be well advised to barri- 
cade the doors, and keep the livestock in the 
barn. You'll be fortunate if at least one myopic 
hunter doesn’t bang away at your home as he 
trips over his shoe laces. 


Another one of the especial joys of farm 
ownership, doctor, is that your rural real estate 
will be a mecca for all your city neighbors, 
friends and relatives. No gentleman farmer 
can really be so classed unless he has a repu- 
tation for open-handed hospitality known six 
counties removed. Any city denizen, no matter 
how dim witted on farming matters, has a 
knowledge that food comes from the abundant 
land. It tumbles out of a cornucopia at no cost 
to the farmer except, perhaps, a trivial outlay 
for seeds from Burpee’s. 

On a typical Sunday you'll break out a Chi- 
cago-processed canned ham, some candied yams 
from the south, Maine potatoes, California 
salad vegetables, and various other home- 
grown products of the bountiful soil. With luck 
the cow hasn’t gone dry and the swarm of kids 
consume the surplus, slowing down the weight 
gain on your hogs. This, doctor, can and does 
go on week after week as the good word gets 
around about your hospitality. You may even 
contemplate opening a Ye Little Roadside Inn. 
Some of your chummier patients, and the boys 
from the luncheon clubs, will pay their respects. 
Comes Thanksgiving and Christmas you'll real- 
ize for the first time just how fruitful were 
your forebears as distant relatives overcome 
distance. 

However, don’t let this gloomy discourse 
discourage you about buying that bargain farm 
out on Highway 66. Or is it 31? Every year, 
about the time the sap starts to rise in the 
sugar maple bush and the birds wing their 


MEDICAL TIMES 


. 
/ 
‘ 
{ 
1388 
; 


way northward, physicians and countless other 
good people feel a galvanic pull toward the 
soil. There is nothing wicked or fatal about this 
primitive urge. The only known cure is to 
bow to this urge, buy a farm, and let the 
malady run its natural, inevitable course. The 
cure comes when you sell the farm, and pocket 
your loss. At this point you can stop kidding 
yourself about inflation hedging. That’s only 
a newfangled excuse for obeying an urge as 
old as that of the first man who laid down 
his war club to scratch the soil with a sharp 
stick. 

P.S.—The writer has sold his city home and 
is now seeking a place to put down his roots. 
Anyone know where he might find a bargain 
in farms which would appreciate in value? It 
must have a view of nearby hills and, as the 
poetic farm catalogues say, be in sight of 


neighbors. There should be a picturesque brook 
winding through the meadow and it must have 
a woodlot attractive to quail. If deer can be 
shot from the back porch this would be con- 
sidered an added advantage. A stream border- 
ing the property wouldn't be a drawback, par- 
ticularly if there’s a swimming hole with a 
belly slide into the water. The dwelling prefer- 
ably, should be in poor repair which, however, 
“a man handy with tools” can fix up “at little 
expense.” The farm buildings should be in- 
sured for at least a thousand dollars more than 
the price of the farm. This fact will reassure 
me, as the optimistic farm brokers like to point 
out, “that this shows the value offered.” What 
I'm looking for, as may be guessed by now, 
is a sound hedge against inflation and I won't 
settle for less. 


P.O. Drawer 307 


CLINI-CLIPPING: Cancer of the Breast 


Examination by Physician 


1. Supraclavicular pal- 
pation. 
2. Auxiliary palpation. 


3. Palpation of inner 
half with arm of patient 


raised. 
4. Palpation of outer 
half with arm of patient 
at side. 
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AMERICAN CANCER SOCIETY 


LIGHT ON CANCER 


Stressing early detection and treatment, the American Cancer 


Society, one of the nation’s largest voluntary health agencies, 
has sharpened the communty attack against cancer. Through 
fellowship programs, cancer detection clinics, cancer library, 


( voluntary health agencies 
have been an important part of the public health 
movement in America during the past fifty 
years. It has been largely through their efforts 
that attention has been drawn to certain di- 
seases that have claimed an appalling number 
of lives annually because of our meagre knowl- 
edge about them and our inadequacy in con- 
trolling them. These agencies have been fos- 
tered by the same public-spiritedness that has 
characterized most campaigns of community 
interest in the United States since the begin- 
ning of its history. Established at the instiga- 
tion of the people and subsisting on funds 
provided by them, the voluntary health agen- 
cies have been effective instruments in the 
public welfare. 


History 

One of the largest voluntary health agen- 
cies is the American Cancer Society, Inc. It 
began as the American Society for the Control 
of Cancer in 1913, when it was founded in 
New York City by a group of dedicated citi- 
zens, ten physicians and five laymen. At that 
time, the public was uninformed about cancer 
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teaching conferences, tumor registries, educational programs, 
both lay and medical, and its support of research, ACS continues 
to expand its services in the battle against this dread disease. 


and there were no programs in cancer research 
or cancer control, yet the disease was claiming 
78,000 lives per year. There were only two 
specifically designated cancer hospitals in the 
entire country. A diagnosis of cancer was 
essentially a death sentence and the general 
attitude of physicians toward it was one of 
hopeless defeat. 

Although there was great need among both 
doctors and laymen for greater knowledge 
about cancer, the young Society directed its 
first efforts in cancer control to educating the 
general public. Popular literature on the sub- 
ject was prepared by competent authorities and 
given widespread distribution. By means of 
newspapers, magazines and lectures, every 
effort was made to enlighten the public on the 
early signs and symptoms of cancer and the 
necessity for prompt and adequate treatment. 

Devising methods of accomplishing the task 
was a difficult problem. Before the Society be- 
gan its educational campaign, cancer was an 
extremely distasteful topic of conversation, 
spoken of in whispers, if at all. There were 
great inertia and skepticism to be overcome in 
both the laity and the medical profession. The 
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only measures which seemed to offer any hope 
in controlling cancer seemed to be those di- 
rected to each individual, warning him of the 
dangers of cancer and alerting him to obtain 
prompt medical attention for any symptom or 
condition suggestive of the disease. 

In order to carry out its program, the Society 
needed formal professional sanction. The phy- 
sician-founders of the Society were all mem- 
bers of various existing medical societies 
(Association of Pathologists and Bacterio- 
logists, American Gynecological Society, 
American Surgical Association and American 
Dermatological Society) which looked on the 
Society with favor. In 1913 the American 
Medical Association unanimously endorsed the 
organization and resolved “That this move- 
ment deserves the cooperation of the medical 
profession of America and the Association 
heartily commends its worthy purpose.” In 
the same year the Clinical Congress of Sur- 
geons of North America also gave recognition 
to the new Society. 

Despite the handicaps occasioned by World 
War I and a very haphazard financial status, 
the Society continued to make gains in its 
membership and in its work. Following the 
war years, the Society began to make great 
strides in its organization. Attempts were made 
to establish branches of the Society in the 
field for the purpose of carrying on an educa- 
tional campaign at a local level. A few strong 
branches were formed which gave the Society 
the necessary lessons and experience for the 
eventual development of a national organiza- 
tion. By 1922, the Society had essentially 
changed from a regional to a national organ- 
ization, its membership had increased consid- 
erably and its budget was expanding. In that 
year the Society was incorporated under the 
membership corporation laws of New York 
State, a move which permitted more organized 
fund raising and provided a framework for 
uniting the various branches of the Society into 
a closer cooperative effort. 

On surer footing, the Society went ahead 
during the twenties with its campaign for 
financial support, but it became evident very 
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soon that there were not sufficient funds to 
do successfully even the job of educating the 
public. Besides its annual drives for funds, 
the Society actively sought financial support 
from wealthy philanthropists and foundations. 
During this time field representatives were 
added to the small national staff. Through 
these individuals there was established a more 
effective liaison between the national head- 
quarters and workers in the community. 

As the public became enlightened about 
cancer and began seeking medical attention, 
it was soon apparent that there were not enough 
physicians with sufficient interest in cancer to 
supply the demand for diagnosis and treatment, 
nor were there adequate facilities available. 
During the period from 1929 to 1935, the 
Society directed its attention toward promot- 
ing the establishment of adequate facilities for 
taking care of the cancer problems of an 
aroused public and toward the education and 
organization of the medical profession in can- 
cer control. A major step forward was taken 
in 1929, when the American College of Sur- 
geons, at the Society's request, set up standards 
and formulated plans for approving cancer 
hospitals, clinics and diagnostic facilities. For 
the purpose of instruction, entirely new educa- 
tional materials, aimed at the medical profes- 
sion, were prepared by outstanding physicians 
in cancer work. Film strips depicting the latest 
diagnostic procedures and exhibits designed to 
stimulate the doctors’ interest in cancer were 
widely disseminated and cancer began to take 
a more prominent place on the programs of 
county and state medical societies. 

By 1935, professional education was well 
under way and the time seemed propitious for 
expanding the lay educational program. In con- 
sidering ways of getting information about can- 
cer into every home in America, the concept 
of the Women’s Field Army arose. Formed 
under the aegis of the General Federation of 
Women’s Clubs, the Women’s Field Army was 
organized and became an integral part of the 
Society in 1936. Gaining the cooperation of 
numerous existing women’s organizations, the 
Field Army set as its goal the task of dis- 
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seminating the cancer message of early diag- 
nosis and treatment, giving particular stress to 
cancer of the two most accessible sites in 
women—the breast and the uterus. The growth 
and success of the Field Army were phenom- 
enal and it quickly became the “power plant” 
of the Society. Through its enormous help in 
the promotion of lay education as well as in 
fund raising, the Society made substantial prog- 
ress between 1936 and 1945 while the Field 
Army was in existence. 

By 1944 the Society’s resources had almost 
reached the million dollar mark, making pos- 
sible even greater expansion of its activities. 
In this year the Society was able to undertake 
the support of a large-scale research program 
as well as a service program encompassing 
both professional and volunteer activities. Thus 
evolved the present three-point program of re- 
search, education, and service in cancer which 
gave the Society new responsibilities and 
greater horizons. In order to accomplish these 
goals, the Society was completely reorganized 
and new by-laws and policies were instituted. 
At this time the name of the Society was 
changed to the American Cancer Society, Inc. 
With continued and steadily increasing support 
from public contributions (which rose from 
four million dollars in 1945 to thirty million 
dollars in 1958), the Society began to make 
great headway in the conquest of cancer. Evi- 
dence of this is the fact that more has been 
learned about cancer and more progress toward 
its control has been made in the past decade 
than in all previous human history. 


Present Organization 

With the reorganization of the Society in 
1944, new executive leadership was obtained 
and a widespread marshalling of support from 
prominent figures in medicine, science, business 
and industry was begun. The Board of Direc- 
tors was enlarged to provide nation-wide repre- 
sentation and it became established policy that 
the Board would henceforth be composed of 
equal numbers of professional and lay volun- 
teers. 

The present Board of Directors consists of 
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68 members, 36 of whom are Regional Direc- 
tors, while 32 are Directors-at-large. Broad 
policies are developed at the national level by 
the Board which meets three times each year. 
In the intervals between these meetings, an 
Executive Committee of 22 members of the 
Board exercises continuing leadership. Deci- 
sions relating to policy and program are made 
by the Board on the recommendations which 
come to it from the various committees which 
it appoints or elects. Through 60 chartered 
Divisions (covering the 49 states and the Dis- 
trict of Columbia) nearly 3000 county and 
city Units, these policies and programs are put 
into effect. 

A central headquarters, the National office 
in New York City, maintains a staff which de- 
velops and administers the programs and poli- 
cies approved by the Board. 

A flexible committee structure provides the 
machinery for advising the Board. These com- 
mittees are made up of members of the Board 
as well as of many other experts in their fields, 
all of them volunteers. Action on the medical 
aspects of education, service and statistical re- 
search is recommended to the Board by the 
Medical and Scientific Committee which con- 
sists of all the physicians and scientists on the 
Board. Research allocations are proposed by 
the Board’s Research Committee. Other stand- 
ing committees of the Board include the Nomi- 
nating (Professional and Lay), Finance, Field 
Services, Awards, Public Information and Cru- 
sade Committees. There are also a number of 
standing and reference committces of the mem- 
bership, including committees on Service, Edu- 
cation, Research, Finance and Crusade, to- 
gether with such others as may be indicated 
from time to time. All of these committees are 
aided by subcommittees whenever such are 
considered necessary or desi-able in order to 
carry out the responsibilities of the parent 
committee. Besides providing a ready mech- 
anism for expansion of activities, this commit- 
tee system insures representation of all inter- 
ests of the membership and makes possible 
integration of the nationwide cancer control 


program. 
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A budgetary allocation of twenty-five per- 
cent of the annual campaign funds of the 
Society is made to research in cancer. The 
Society makes grants both in the support of 
research and in the support of personnel for 
research. The grants are made by the Board 
of Directors, acting upon recommendations of 
its Research Committee. The latter Committee 
is counseled by a Research Advisory Council 
consisting of some fifteen of the country’s 
outstanding scientists and administrators. The 
Council is in turn advised by six advisory 
committees for Research on the Etiology of 
Cancer, Research on the Pathogenesis of Can- 
cer, Research on the Therapy of Cancer, 
Institutional Research Grants, Research on 
Lung Cancer and Personnel for Research. 


Grants to Institutions 

Grants in support of research are made 
usually to institutions rather than to individ- 
uals. Of these there are four types: Project 
Grants, Program Grants, Institutional Research 
Grants and Contracts for Research. Grants in 
support of personnel for research are made 
either to institutions or to individuals. These 
grants essentially cover three different levels of 
scientific attainment and include Postdoctoral 
Fellowships, Grants for Scholars in Cancer 
Research and Grants for Additional Faculty- 
Level Positions. Grants are made only to 
institutions or individuals within the geograph- 
ical limits of the United States and its terri- 
tories. Research grants are awarded for any 
period of time, up to and including five years, 
while grants for personnel for research may 
be made for a longer period of time. 

Each year the Society awards institutional 
grants to hospitals, universities and other re- 
search centers to support integrated programs 
coordinated by intramural cancer research 
committees. It also gives financial assistance 
in basic research to hundreds of investigators 
who are endeavoring to learn more about the 
physiology and chemistry of normal and malig- 
nant cells. It supports many scientists in clin- 
ical investigations where new cancer detection 
methods are being sought, where surgical and 
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radiation techniques are being improved, and 
where chemotherapeutic methods are being 
used in order to find chemical agents effective 
against cancer. 


Education: Public and Professional 


For Education the Society expends annually 
thirty percent of its total funds. In the realm 
of Public Education and Information an exten- 
sive program is carried out nationally, and 
through Divisions and Units, to alert the pub- 
lic to cancer’s danger signals and to encourage 
annual health examinations as well as to se- 
cure understanding of and support for the 
work of the Society. The program relies on 
the voluntary cooperation of many individuals 
and agencies, including those in the various 
media of communications (press, TV, radio), 
and of educators, public relations officials and 
others. Through every means of mass com- 
munication and personal contact — through 
press and news services, magazines, radio and 
TV, films, posters, displays, publications; 
through business and industry programs, club 
and organization activities, house-to-house 
visits, school and college programs; and 
through its own publications—the Society con- 
ducts a comprehensive information program 
that impresses upon the public the importance 
of detecting and treating cancer in its early 
stages. The fund-raising operation which sup- 
ports the Society’s work incorporates this im- 
portant educational message with its appeal. 

In Professional Education, the primary ob- 
jective is to alert physicians to the latest proven 
methods of diagnosis and treatment. It is no 
idle philosophy that the life of the cancer 
patient may lie in the hands of the first physi- 
cian he sees. Thus, every doctor has the re- 
sponsibility of recognizing the signs of possible 
cancer when he is examining his patients. With 
limited time and facilities, however, keeping up 
to date concerning clinical advances in cancer 
becomes a real task, especially when it is rea- 
lized that cancer occurs in a relatively small 
proportion of any one physician’s practice. 

In order to place the rapidly growing knowl- 
edge about cancer at the disposal of every 
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practicing physician, dentist, nurse, medical 
and nursing student, the Society uses all pos- 
sible means of communication to reach them. 
In cooperation with state and county medical 
societies, dental and nursing associations, 
health departments and other health groups, 
the Society makes available publications, ex- 
hibits, filmed clinical teaching conferences and 
other professional films, refresher courses, 
seminars and meetings, and provides speakers 
and visiting specialists for cancer clinics. Lead- 
ing authorities serve as lecturers and as con- 
sultants and contributors to the Society’s tech- 
nical publications, monographs, films, etc., in 
order to insure accuracy and timeliness. In 
recent years, closed circuit televised conferences 
have presented live demonstrations of the latest 
techniques in detection, diagnosis and treat- 
ment of cancer and edited versions of these 
programs are available as kinescopes for con- 
tinuing use. 

Each year the Society holds a scientific ses- 
sion in conjunction with its Annual Meeting. 
During recent years such subjects as lung can- 
cer, radiation therapy, exfoliative cytology, 
uses of ACTH and cortisone in malignant di- 
seases, uterine cancer, the role of endocrines 
in neoplastic diseases, cancer of the head and 
neck and cancer of the colon and rectum, 
have been critically discussed. Every three or 
four years, a National Cancer Conference is 
sponsored jointly by the Society and the Na- 
tional Cancer Institute of the U.S. Public 
Health Service, to bring together clinicians and 
investigators for discussion and evaluation of 
the progress in the treatment of cancer. Mos: 
of the Society’s Divisions sponsor or subsidize 
refresher or postgraduate courses for physi- 
cians on practical aspects of cancer as the 
physician sees them in his practice. The most 
successful of these programs are held in col- 
laboration with the State or County Medical 
Society, the State Department of Health, the 
State Chapter of the American Academy of 
General Practice and a medical school. 

The Society has a number of its own publi- 
cations. It publishes the professional journal 
Cancer which is devoted specifically to basic 
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and clinical research. It also publishes a series 
of monographs on cancer by site, written by 
authorities in the field. Its publication, CA: 
Bulletin of Cancer Progress, consists of se- 
lected digests and abstracts of recent articles 
and other items concerning cancer which are 
of interest to practicing physicians. 

The Society also maintains a medical library 
which has a comprehensive collection of books 
on cancer and a large number of current med- 
ical journals as well as a classified reprint 
collection from which pertinent reprints are 
available on loan to physicians. The library 
provides information relative to publications 
and authors in the cancer field and prepares 
bibliographies upon request for use at profes- 
sional conferences or by physicians who are 
writing papers. 

Each year the Society allocates funds to 
support young physicians in advanced clinical 
training in cancer. On completion of their study 
under outstanding teachers, these doctors will 
take with them into their own medical prac- 
tice the best clinical experience with which to 
sharpen the community attack on cancer. The 
Clinical Fellowship Program has expanded rap- 
idly since its inception in 1948 when only 
twenty fellowships were awarded. In the past 
ten years this expansion has been almost eight- 
fold. In addition to fellowships at the resi- 
dency level, the program now provides Ad- 
vanced Ciinical Fellowships for physicians be- 
yond residency training who desire to work in 
the academic sphere. Greater emphasis is now 
being placed on this aspect of the program 
because of the increasing need for personnel 
in medical teaching. At the present time fel- 
lowships are held by physicians in seventy-five 
institutions. 


Service Activities 


To its Service program the Society currently 
allocates approximately twenty-three percent 
of its annual campaign funds. In general, this 
program is concerned with services directed 
toward 

1) saving lives from cancer, and 

2) providing comfort for cancer patients. 
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The Service activities which afford various 
aids to cancer and potential cancer patients are 
ever-expanding and are largely carried out by 
the Divisions and Units. It is the Society's 
policy, however, that all Service functions 
which it supports must have the approval of 
the appropriate medical organizations in the 
community. 

These activities include: 

1) supporting facilities for the detection, 
diagnosis and treatment of cancer as well as 
for rehabilitation of cancer patients; 

2) recruiting and training volunteers, in- 
cluding clinical and clerical aides, to work with 
professional personnel; 

3) planning and implementing other serv- 
ices for cancer patients and their families— 
information service, loan and gift closets, sur- 
gical dressings, transportation, home visitor 
service, housekeeping service, palliative medi- 
cation and supportive care of patients with 
advanced cancer. 

The Society itself may not operate medical 
or laboratory facilities, nor does it actually 
treat cancer patients. It functions, rather, in 
support of the physician’s effort to provide 
early diagnosis and adequate treatment of 
cancer. The Society does not assume respon- 
sibility for the treatment of cancer patients. 
Its role is to assist the patient and the physician 
but not to interfere with the physician-patient 
relationship. Payment of bills for hospitaliza- 
tion is disapproved in principle because it is 
considered not to be the most effective use of 
the Society’s resources. It is the concern of the 
Society, however, that patients be directed to 
the appropriate agencies in the community and 
it therefore provides referral services for this 
purpose. 

The Society has had an important role in 
the development and maintenance of cancer 
clinics. In 1929 a committee of the Society 
undertook to investigate the medical service 
available in the United States and found a 
widespread need for cancer clinics in general 
hospitals. The following year, with the ap- 
proval and at the request of the Directors of 
the Society, the American College of Surgeons 
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formulated a program of minimal standards for 
cancer clinics in general hospitals throughout 
the United States and Canada and recom- 
mended the formation of such clinics. Al- 
though a survey of available facilities was be- 
gun in 1931, it was not until 1933 that the 
College published the first list of 140 cancer 
clinics which it had approved. Progress was 
rapid, however, and by 1947 there were 442 
such approved clinics. At the present time 
there are 765 cancer clinics in the United 
States, its territories and in Canada which ful- 
fill or exceed the minimal standards. The pro- 
gram has resulted in the formation on this 
continent of a network of cancer clinics in 
which patients can be assured of complete 
examination, consultative opinion, accurate 
diagnosis and the best treatment to be offered 
in the community. 

The Society has long recognized the impor- 
tance of tumor registries in which records of 
the total cancer experience within an institu- 
tion or community can be kept, so that data 
pertaining to cancer cases are easily obtainable 
for continued evaluation of the progress in 
cancer control. Such repositories of informa- 
tion can provide important statistical and other 
data to guide physicians in their approach to 
cancer problems as well as to stimulate their 
interest in cancer and improve the service to 
cancer patients. Many such tumor registries 
are now in existence; thirty of them have al- 
ready been formally accredited by the Amer- 
ican College of Surgeons. The Society encour- 
ages the development of registries in order to 
maintain a continuous critical evaluation of 


its program. 
Volunteer Support 


Unlike the communicable diseases, cancer 
has presented a particularly difficult health 
problem because the ultimate responsibility 
for its control rests essentially with each indi- 
vidual. No practical preventive measures on 
a large scale are available to public health 
authorities to protect people from the disease, 
and hence each patient has had the burden 
of control for himself. Education, therefore, 


1395 


i 
. 


plays a greater role in the achievement of can- 
cer control than it does in the control of many 
other diseases. The success of the Society’s 
efforts in bringing cancer to the attention of 
the public and the medical profession has been 
realized through a tremendous volunteer move- 
ment in which both physicians and laymen 
assume strategic roles. 

Medical leadership has been essential at all 
levels of the Society’s operation and in every 
aspect of its program, both as regards plan- 
ning and implementation. As on the national 
level, it is important also at the local Unit 
level that physicians advise and participate in 
the development of the program so as to insure 
medical responsibility in all undertakings. Phy- 
sicians are the guiding force in the formulation 
and management of programs in cancer re- 
search, education and service. As professional 
leaders, they are uniquely cognizant of the ex- 
isting medical needs of the community, both 
with respect to the public and the medical pro- 
fession, and hence they are the keystone of an 
effective cancer program. 

No less important in the work of the Society, 
however, is the enormous contribution of lay 
volunteers. Participation in the activities of the 
Society is shared by many groups of laymen— 
civic organizations; service clubs; professional 
and fraternal groups; business, industry and 
labor; farm organizations; religious, social and 
educational groups; and the Nation’s Armed 
Forces. They contribute the interest, experi- 
ence and time of their members to promote 
active cancer control programs within their 
own organizations and communities. Without 
the cooperation of these men and women, the 
Society would cease to be effective. 


These groups are largely responsible for the 
success of the independent fund raising and 
educational Crusade in April of each year. The 
financial support for the Society’s rapid growth 
has been obtained through this means. In some 
areas the Society has participated in Com- 
munity Chests or federated appeals and in 
recent years continuing pressure has been 
placed on the Society by certain groups to 
further increase this participation. In a recent 
study of this problem, the policy makers of the 
Society found that financial support is greater 
and accrues more rapidly when the drive is 
independent than when it is federated, and 
that the educational program is more intensive 
when it is a part of an independent crusade 
than when it is combined with many other 
causes in a united appeal. 

Therefore, in 1955, the Society advised its 
Units not to enter into joint fund-raising drives 
and requested those Units already in such 
federated efforts to withdraw from them by 
1960. Support to this decision was given on 
June 26, 1958 by the House of Delegates of 
the American Medical Association after critical 
deliberation of the objectives of all voluntary 
health agencies. They have handed down the 
resolution: “That it is the firm belief of the 
American Medical Association that these agen- 
cies should be free to conduct their own cam- 
paigns of fund raising and public education and 
to direct programs of research in their particu- 
lar spheres of interest.” The American Cancer 
Society is grateful for this endorsement of its 
efforts. 

The American Cancer Society, Inc. 
521 West 57 Street 
New York 19, New York 
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FOR THE SUCCESSFUL PHYSICIAN 


Prepared especially for Medical Times by C. Norman 
Stabler, market analyst of the New York Herald Tribune. 


THE ECONOMIC OUTLOOK 


The American economy has recovered brisk- 
ly this year from the moderate recession of 
last year and economists, who will soon be 
pouring over the figures with a view to making 
their year-end pronouncements on what we 
may expect in 1960, are already busy noting 
the similarities and differences between this 
recovery and its predecessors of past decades. 

Two characteristics of the 1959 economy 
that are familiar to all of us are tight money 
and continued inflationary pressures. There are 
many other characteristics that are less well 
known. Money is tighter than it has been in 
any previous recovery. Rates measure the 
cost of borrowing money for one’s business or 
personal needs. They do not necessarily reflect 
the availability of money, or the total reser- 
voirs of credit that can be tapped; they reflect 
the charge made for availing one’s self, whether 
an individual, a corporation or the government 
itself, of the amounts that can be borrowed. 

These rates have been purposefully main- 
tained at high levels by the Federal Reserve 
Board, despite vociferous opposition within 
Congress and in certain business circles, in the 
effort to counter inflationary influences. It is 
the view of the “Fed” that high costs of money 
will “sit on the bulge” in the business recovery 
and thus tend to soften the decline when, as 
and if one develops, and that the policy can 
be reversed whenever the need should arise. 


(VOL. 87, NO. 10) OCTOBER 1959 


At the moment there is no sign of it being 
reversed. Consequently we have seen certain 
other manifestations develop. 

One is that the United States government 
has been paying more for short term money 
than at any time in the last thirty years. Other 
governmental units such as states, counties, 
authorities, school districts and the like, as well 
as corporate borrowers have had to attach 
higher coupons to their bonds in order to mar- 
ket them. Moreover they have resorted to short 
term obligations almost entirely, being unwill- 
ing to pay the interest rates that would be 
necessary if they tried to float a long term 
issue. In the case of the United States govern- 
ment, it is prohibited from paying more than 
4% percent on obligations running more than 
five years, although President Eisenhower has 
been urging Congress to remove this ceiling. 

Only last month the United States Treasury 
had to pay 4.468 percent on an issue of 6- 
months’ Treasury bills, and 3.889 percent on 
3-months’ bills, both rates at new highs for 
26 years for this type of obligation. This un- 
usually high charge stemmed from pressure of 
a strong demand for credit which could be 
met only from a supply that was limited by 
the Fed’s policy of monetary restraint. 

Opposition to the policy has naturally de- 
veloped, and one of the chief spokesmen in 
the opposition camp is Senator Paul Douglas 
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Victim of 
Overeating and 
““Oversitting”’ 


BIPHETAMINE 


A 'STRASIONIC’ RELEASE ANORETIC RESIN 


® 10-14 Hour Appetite Curb 
® 10-14 Hour Mild Invigoration 


® Predictable Weight Loss... 
a comfortable 1 to 3 Ibs. a week in 9 out of 10 cases 


In many instances both appetite limitation and mild 
invigoration (‘Biphetamine’) are required to effect the 
balance between caloric intake and energy output 
necessary for predictable weight reduction and con- 


trol. Since ‘Strasionic’ release is employed, the desired 
Y BALANCE therapeutic action is uniform, predictable and com- 
fortable. 
Biphetamine may be prescribed for obese patients 
who are hypertensive, arthritic, diabetic, pregnant, 
menopausal, aged; and to reduce surgical risks. Use 
with initial care in patients hypersensitive to sympa- 
thomimetic compounds, in cases of coronary disease 


or severe hypertension. 


® Single Capsule Daily Dose 10 to 14 hours before retiring 


E} STRENGTHS 


is List No. 875 List No. 878 List No. 895 
BIPHETAMINE® BIPHETAMINE® BIPHETAMINE® 
‘20’ Resin Resin Resin 
5 Each black capsule contains: Each black and white capsule contains: Each white capsule contains: 
d-amphetamine 10 mg. d-amphetamine 6.25 mg. d-amphetamine 3.75 mg. 
dl-amphetamine 10 mg. dl-amphetamine 6.25 mg. di-amphetamine 3.75 mg. 


as resin complexes as resin complexes as resin complexes 


Rx Only. Caution: Federal law prohibits dispensing without prescription. 


Biphetamine made and marketed ontY by SYRASENBURGH LABORATORIES 
ROCHESTER, 
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Victim 


of Overeating oN 


Non-Amphetamine 


INVA | INT 
A ‘STRASIONIC’ ANORETIC PHENYL RESIN 


10-14 Hour Appetite Curb 


Predictable Weight Loss... 
a comfortable .221 Ibs. per day in average case 


In many instances, appetite limitation only (‘lonamin’) 
is required to effect the balance between caloric intake 
and energy output necessary for predictabie weight 
reduction and control. Since ‘Strasionic’ release is 
BALANCE employed, the desired therapeutic action is uniform, 


predictable and comfortable. 

lonamin may be prescribed for obese patients who 
are arthritic, diabetic, pregnant, menopausal, aged, to 
reduce surgical risks, and may be used with caution in 
hypertensive or cardiovascular disease. 


Single Capsule Daily Dose 10 to 14 hours before retiring 


(2) STRENGTHS Rx Only. 
Caution: Feders! law prohibits 
dispensing without prescription. 
Cist No. 904 List No. 903 
IONAMIN™ IONAMIN“ 
‘B30’ 18’ 
Each yellow capsule contains: Each grey and yellow capsule contains: 
pheny!-tert.-butylamine .. 30 mg. pheny!-tert.-butylemine .. 15 mg. 
as a resin complex as a resin complex 


lonamin-made and marketed ONLY SURASENBURGH 
Originators of ‘Strasionic’ (sustained ionic) Release 
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Help for cough victims 


A 


Stop Cough 8-12 Hours with a Single Dose 


A ‘Strasionic’ Antitussive * Dihydrocodeinone Resin—Phenyltoloxamine Resin 


® A Single Dose Controls Cough for 8-12 Hours 
® Permits Natural Discharge of Mucous 
® Uninterrupted Antitussive Action with Minimum Amount of 
Narcotic Through ‘Strasionic’ Release 
TWO FORMS: Tussionex Thixaire™ Suspension ¢ Tussionex Tablets 
Each teaspoonful (5c.c.) or tablet provides 5 mg. dihydro- Dose: 1 teaspoonful or tablet q 12h. Children under 1 year, 
codeinone and 10 mg. phenyltoloxamine as resin com- % teaspoonful q12h; 1-5 years, 4% teaspoonful q12h. 


plexes. 


Rx only. Class B taxable narcotic. 


Tussionex—made and marketed only by 


Originators of ‘Strasionic’ (sustained ionic) Release 
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(Dem., Ill.). Yet when we view the progress 
that has been made in the business recovery 
we have to conclude that the restrictive policy 
has not restricted very much. 

Business has been moving ahead steadily. It 
is costing the government more to borrow, and 
it is doing the same to corporations and to the 
business man, but legitimate need for funds 
have been supplied by the banks. There has 
been no shortage; merely the restraint exer- 
cised by a higher charge. 

A little over a year ago the Treasury could 
borrow money for ninety days at 1 percent. 
Now it must pay well above 3% percent for 
the same accommodation. 

But business has been able to raise the dol- 
lars. Department of Commerce figures show 
that in the face of the agitation about a strin- 
gency, dollars invested in new construction, 
commercial and residential, soared to $41 bil- 
lion in the second quarter of this year against 
$35 billion in the like period a year ago. 

Moreover there was a $3 billion increase in 
the investment in producers durable goods. On 
top of this there was a swing from liquidation 
of business inventories, that was running at a 
rate of $7 billion, to one of inventory accumu- 
lation, at a rate of $8.4 billion. That's a change 
of more than $15 billion, right at the time it 
was costing more. In summarizing, the above 
figures indicate an increase in what economists 
term Gross Private Domestic Investment, of 
more than $24 billion. 

The banking system was able to supply this 
need. It did so. As a conclusion we are forced 


to concede that the Fed's policy of restriction 
has not restricted to the point where it has 
interfered with business expansion; such re- 
straint as it has exercised has merely applied 
the brakes through making the expansion more 
costly. This is in line with the policy of sitting 
on the bulge in order to soften a later decline 
and to further the fight against inflation. 

The overall picture of the economy thus 
remains favorable despite the cost of money 
and a few questionable points such as recurrent 
labor demands for ever-increasing slices of the 
nation’s total production, and the rise of foreign 
competition, encouraged by our high prices. 
In connection with the latter, a sample of 
foreign competition is seen in the fact that 
last year more than 400,000 foreign automo- 
biles were imported into the United States and 
the figure for this year will probably exceed 
500,000. Final figures on steel imports also 
will prove interesting, for although the United 
States is the greatest steel producer in the 
world, we have had to import increasing 
amounts because of the strike. 

Measure against these items such favorable 
ones as: our disposable income is running at 
its highest level ever, at about $325 billion, or 
seven percent ahead of that in 1958 and 6.1 
percent ahead of 1956; the cost of living has 
held relatively steady; indications are that cap- 
ital expenditures by business continue to head 
upward; government expenditures have in- 
creased only moderately; and unemployment is 
down to less than 5 percent of our working 
force. 


PEP NEEDED, AT THE TOP 


Britons should follow the lead of America 
and pep up their top business executives. So 
conclude two London doctors, who specialize 
in industrial medicine. 

They are Dr. H. Berie Wright and Dr. 
Arthur Levin, who have examined scores of 
business leaders and found them often over- 
tired, run down, overweight and unfit. 

Dr. Wright is the Director of the Institute 
of Directors Medical Research Unit and Dr. 
Levin is Senior Medical Advisor to Rolls 
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Royce and the British Commonwealth Ship- 
ping Company. 

In the Institute’s journal, “The Director,” 
they said that in the United States medical 
schemes for business executives were the rule 


rather than the exception. 

A doctor with the time to listen to the 
businessman’s troubles and the knowledge to 
reply fills a unique place in an executive's 
life that nobody else can, the British doctors 
said. 


Before Esidrix: 
Weight 176 Ibs. 


27 pounds lost in 19 days; ascites and 


RECORD OF TREATMENT (At a leading New York City hospital. Photos used with permission of the patient.) 


Date 


3/5} 3/6| 3/7] 3/8 | 3/9] 3/ 10/3/11) 3/12) 3/13 |3/14) 3/15) 3/16 [3/17 3/18 |3/19 [3/20 |3/ 21 |3/22 |3/ 23 


Weight 
(pounds) 


170 | 169 | 167 | 159 | 158} 158 | 157 | 153 | 155 | 155 | 156 | 154 | 153 [154 [153 | — | — [151 


Rx 


Esidrix 50 mg. b.i.d. ; * 


* Mercurial diuretic 


(hydrochlorothiazide CIBA) 


pre-eminently effective whenever diuresis is desired 


Indicated in: congestive heart failure . . . nephrosis and nephritis 
. . toxemia of pregnancy . . . premenstrual edema . . . edema of 
pregnancy . . . steroid-induced edema . . . edema of obesity 


Supplied: Esidrix Tablets, 
25 mg. (pink, scored) 

and 50 mg. (yellow, scored); 
bottles of 100 and 1000. 
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After 19 days on Esidrix: 
Weight 149 Ibs. 


pedal edema reduced with Fsidrix 


H. K., 44 years old, was admitted 
to the hospital on 3/3/59 with 
complaints of swollen abdomen, 
swelling of both legs and exer- 
tional dyspnea. These symptoms 
had been intensifying over a 
three-week period. The patient's 
history included heavy drinking 
since the age of 18, and one prior 
admission to the hospital in 1954 
with ascites and pedal edema. 
Diagnosis, at that time, was Laen- 
nec’s cirrhosis, and the patient 
responded well to a regimen of 
diuretics, salt restriction and mul- 
tivitamins. There was no recur- 
rence up to that leading to his 
current admission. 
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Clinical findings worthy of note: 
Eyes — conjunctivae and sclerae 
slightly icteric. Chest—diaphragm 
elevated. Abdomen — girth en- 
larged, definite fluid wave. Liver 
palpated 4 fingerbreadths below 
the costal margin; no other pal- 
pable viscera. Extremities—pedal 


edema (4+). 


The patient is well developed and 
not in acute distress, Blood pres- 
sure, 140/80 mm. Hg; pulse, 
112/min.; respiration, 20/min. 
Impression: Laennec’s cirrhosis — 
decompensated. 


Treatment: Mercurial diuretic on 
3/3 and 3/4, followed by Esidrix, 
50 mg. b.i.d., from 3/5 to 3/23 
when patient signed out of hos- 
pital. Esidrix induced copious 
diuresis resulting in almost com- 
plete disappearance of edema. 
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GUIDE FOR INVESTORS 


Based on recommendations of the 
Securities and Exchange Commis- 
sion in cooperation with the New 
York Stock Exchange, American 
Stock Exchange, National Associa- 
tion of Securities Dealers and others. 


1. Think before buying, guard — 


against all high pressure sales. 


2. Beware of promises of quick 


3. Be sure you understand the risk 
of loss as well as prospect of gain. 


4. Get the facts—do not buy on tips 
or rumors. 


5. Give at least as much thought 
when purchasing securities as you 
would when acquiring any valuable 
property. 


6. Be skeptical of securities offered 
on the telephone from any firm or 
salesman you do not know. 


7. Request the person offering se- 
curities over the phone to mail you 
written information about the corpo- 
ration, its operations, net profit, 
management, financial position and 
future prospects. 


TRADE DISCRIMINATION 


There will be a meeting of what is known 
as The General Agreement on Traffic and 
Trade, frequently referred to in the press as 
GATT, in Tokyo late this month. The United 
States will be there, and with good reason, as 
it wishes to voice its opposition to discrimina- 
tory import restrictions which have been applied 
to imports from the United States by a number 
of countries, of which Japan is the chief 
offender. 

It is a ticklish problem that will require 
plenty of diplomacy on the part of all parties 
concerned, for it has been a firm policy of this 
nation to help all members of the Free World 
to right their economies and become strong, 
after the devastation of the war. To this end 
we have supplied aid in many forms. 

The program has been successful, and they 
have climbed back to a level of prosperity at 
which it is felt there is no longer a justification 
for artificial limitations on exports from the 
United States. Indeed, if such limitations do 
persist, it will become increasingly difficult for 
the administration in Washington to counter 
growing demands for protection against imports 
of Japanese goods, notably textiles. 

It is the contention of U. S. officials that 
there are various forms of Japanese discrimi- 
nation. The European small car is one of 
them. Japanese regulations deny automatic 
import license approval to ten items from dollar 
areas and seven of these are significant, namely, 
lard, cattle, hides, beef tallow, soy beans, cop- 
per scrap and steel scrap and pig iron. In the 
case of lard there are official reports that U.S. 
lard has been imported into Japan through the 
Netherlands, at a higher price than it would 
have cost had the trade been direct. 

While seeking to break down the trade bar- 
rier, American officials are aware that Japan is 
a very good customer, frequently our second 
best. Japan is a nation of which it has been 
said it must export or starve. Consequently 
its officials are wary of making concessions 
that would permit a greater influx of foreign 
goods. But now the country has returned to 
health. 

In the first six months of this year its trade 
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WHEN EVERYTHING 
Is OFF SCHEDULE— 
ING HIS BTOMACH 


BUTIBEL 


antispasmodic-sedative 


puts the “jumpy,” nervous g.i. tract back on schedule— 
with its regulative antispasmodic-sedative action. 


BUTIBEL brings relief through the non-cumulative sedation of 15 mg. 
BUTISOL Sodium® butabarbital sodium combined with the 
antispasmodic action of natural extract of belladonna 15 mg. (per tablet 
or 5 cc.)—each ingredient having approximately 

the same duration of action. 


BUTIBEL Tablets Elixir Prestabs® Butibel R-A 
(Repeat Action Tabiets) 


| MeNEIL | McNeil Laboratories, Inc.* Philadelphia 32, Pa. 
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DECHOTYL 


TRABLETS 


safe, gentle transition 
to normal bowel function 


DECHOTYL provides gentle stimulation of the bowel and helps restore normal con- 
sistency of the intestinal contents to gradually re-establish normal bowel function in 
your chronically constipated patients. 


THE RATIONALE of DECHOTYL is based on an effective combination of thera- 
peutic agents: 


DECHOLIN®, dehydrocholic acid, AMES, (200 mg.), the most potent hydrochol- 
eretic available, is a chemically pure bile acid and has been used effectively in the treat- 
ment of biliary tract disorders for many years. It produces an increased flow of thin bile 
which helps to lower surface tension of intestinal fluids, promotes emulsification and 
absorption of fats and mildly stimulates intestinal peristalsis. 


Desoxycholic Acid (50 mg.)—a choleretic, also is a chemically pure bile acid and 
stimulates an increased flow of bile, lowers surface tension and stimulates peristalsis. 
By emulsifying fat globules, desoxycholic acid aids the digestive action of the fat-splitting 
enzyme, lipase. DECHOLIN and desoxycholic acid thus favorably influence the constitu- 
tion and the movement of the intestinal contents. 


Dioctyl Sodium Sulfosuccinate (50 mg.) is a wetting agent which lowers surface 
tension and aids the penetration of intestinal fluids into the fecal mass, providing a moist 
stool of normal consistency. 


EFFECTIVE: Bile influences the constitution as well as the movement of the intes- 
tinal contents. The ingredients of major importance are DECHOLIN and desoxy- 
cholic acid which increase the flow of bile, lower surface tension, promote 
emulsification and absorption of fats and mildly stimulate intestinal peristalsis. With 
dioctyl sodium sulfosuccinate, a good therapeutic effect can be obtained without the 
danger of toxicity or decreasing effectiveness even when used regularly. 


SAFE: Clinical evidence indicates that the constituents of DECHOTYL cause no 
systemic sensitivity, drug accumulation, habituation or, interference with nutrition. 
Orally, in therapeutic amounts, DECHOTYL is without significant toxic effect. The 
only side effect following oral administration is diarrhea if the dosage is excessive. 


AMES 


Dosage: Average adult dose—Two TRaBLETS* at bedtime. Some indi- COMPANY, INC 
Elahort - indione 


viduals initially may require 1 to 2 TRaBLeTs three or four times daily. rah meee 
Contraindications: Biliary tract obstruction; acute hepatitis. 


Avaliable : Trastets,” coated, yellow, trapezoid-shaped; bottles of 100. 
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with the United States was favorable to Japan 
for the first time. By the word “favorable,” 
economists mean that a country’s exports ex- 
ceed its imports. 

As an example, in 1957, Japan had imports 
from the U.S. of $1,234,000,000 and offsetting 
this it sold exports to us valued at $601,000,- 
000. That gave it an unfavorable balance. Last 
year the spread narrowed, with imports from 
us of $834,000,000 against exports to us of 
$67 1,000,000. 

If the current trend prevails its exports to 
us will come to $900,000,000, which will ex- 
ceed its imports. That will start a clamor for 
higher tariffs against her products, textiles and 
other things. 

American officials have pointed out that the 
European Benelux countries have dropped all 
discriminatory controls and that Norway and 
Sweden have removed most of theirs. Great 
Britain, France and Italy have made steps in 
the same direction. West Germany is discuss- 
ing the issue with other GATT members and 
this, too, will be on the agenda at the Tokyo 
meeting. 

After the war there existed what became 
known as the “dollar gap.” It meant the dif- 
ference, in dollars, of a country’s exports to the 
United States and the far larger volume of 
goods each had to import from America. Thus 
there was a gap, a deficiency in each country’s 


When you tell the filling station attendant 
to “fill’er up,” consider that it cost the com- 
pany four cents out of the thirty to forty cents 
a gallon you pay, to find the crude oil in the 
first place. That may make you think the 
company is profiteering, but it’s not that sim- 
ple. Other costs that go into bringing the gaso- 
line to the pump must be considered, and 


THERE’S LESS 4 CENT OIL 


supplies of dollars. They set up controls, to 
limit imports of American goods, seeking to 
protect their precarious foreign exchange situa- 
tion and maintain their reserves. An importer 
had to get permission to bring in goods from 
the United States and from the whole dollar 
area. If he couldn’t get the license, he bought 
similar goods from some other currency area. 
This was discriminatory, for a reason, but it is 
the contention now that the need no longer 
exists for such restrictions. 

American Ambassador Douglas MacArthur 
has had discussions on the problem with Trade 
Minister Hayato Ikeda. Japanese Foreign Min- 
ister Aiichiro Fujiyama and Finance Minister 
Eisaku Sato will review the same territory when 
they arrive in Washington this month. Then 
will come the GATT meeting in Japan. States- 
men of all countries, and especially those from 
the United States, will have to use all the di- 
plomacy at their command, for in each coun- 
try there are interests seeking special treatment. 

The attitude of the United States, we surmise, 
will be: “We are glad you are back on your 
feet. We were glad to lend a hand when you 
needed it. We favor competition, indeed our 
laws recognize competition as the life of trade. 
But the time has passed when you were justi- 
fied in discriminating against our goods. Re- 
move these restrictions, for the more the Free 
World frees trade, the better we all will be.” 


their impact was discussed recently by John 
J. Arps, oil economist, of Dallas, a vice presi- 
dent of the British-American Oil Producing Co. 

He assured us motorists that the United 
States is not running out of oil, although it 
may be running out of cheap oil. It is becom- 
ing more difficult to find the four-cent oil, but 
there is plenty of five, six and seven cent oil 
in the ground. 

In an article written for “Newsvent,” a bi- 
monthly publication for British-American and 
Toronto Pipe Line Co. employes, Mr. Arps 
said company return on its investment for 4- 
cent oil slims down to about 5 percent when 
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“... BETTER RESULTS THAN EVER BEFORE...”* IN 


OTITIS EXTERNA 


AND CHRONIC OTITIS MEDIA WITH 


OTOBIOTIC 


ANTIBIOTIC / ANTIFUNGAL EAR DROPS 


und 50 mg. sodium propionate per cc. — in 15 « a xr bottles 
G. Diffuse Otitis Externa and Its Effective Treatment, Postgrad. Med. 22-501, (Nov 1957 


AN OTIC SPECIALTY OF WHITE LABORATORIES, INC, KENILWORTH, NEW JERSEY x 
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stretched out over a 10-year period, the aver- 
age length of time needed to recover oil from 
a reservoir. 

He added: 

“These facts demonstrate a bitter economic 
truth the oil industry must live with: A 5 
percent yearly return on its investment does 
not provide enough profit margin to permit 
reinvesting more than 4 cents in finding and 
developing a replacement gallon of crude oil.” 

He said oil deposits of the past were more 
readily accessible than today’s discoveries. 

“Today most of the easy-to-find deposits 
have been tapped and the search for new 
supplies take longer and costs more.” 

The price of labor, equipment and materials 
also is higher than ever before. 

“ . But the oil is there and eventually 
the demand for it will force the nation’s oil 
companies to spend an extra cent or two a 
gallon to find and develop it.” 

He converts the 4-cent crude to 30-cent per 
gallon gasoline in this manner. 

Producing and tank storage add another 2 


The rate of growth of credit unions is faster 
than that of any other type of financial insti- 
tution. There are some 20,000 of them in the 
United States, with 11,000,000 members, and 
total assets of $4,400,000,000. Membership 
averages 550 persons in a union. They pay 
4 percent interest on deposits and charge one 
percent a month on unpaid balances on loans, 
and currently they have $3,100,000,000 in 
loans outstanding. These figures were supplied 
by the Alexander Hamilton Institute. 

A credit union is a group of people organ- 
ized into a sort of bank to save their money 
together and make loans to each other at low 
interest rates. Loans include those for auto 
purchases, home modernization, and the like. 


The information set forth herein was obtained from 
sources which we believe reliable, but we do not quar- 
antee its accuracy. Neither the information nor any 
opinion expressed constitutes either a recommendation or 
a solicitation by the publisher or the authors for the pur- 
chase or sale of any securities or commodities. 
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GROWTH OF CREDIT UNIONS 


cents. Another 2 cents—Arps said it actually 
is closer to 1 cent—as profit to the producer 
means the gallon is available at field storage 
tanks for about 8 cents. 

“What other liquid except ordinary tap water 
can you buy for 8 cents a gallon?” he asked. 
“Beer is $1.20. Milk is $1. Your favorite soft 
drink is 84 cents a gallon.” 

The gallon of crude is refined at a cost of 
3 cents. Another 3 cents is added when it is 
transported and marketed. 

The refiner, transporter, and wholesale mar- 
keter must make a profit—about 2 cents a 
gallon when the market is good; otherwise 
only 1 cent,” said Arps. 

The average cost at this point is 16 cents 
a gallon. Gasoline costs a few pennies more, 
but other oil products cost less. 

The overhead and profit of the service sta- 
tion operator boosts the average price of gaso- 
line—exclusive of taxes—to 21 cents. 

Federal and State taxes, Arps said, boost the 
average retail price to 30 cents by averaging 
9 cents a gallon. 


The unions are subject to regulations and 
must maintain reserves. In their formation they 
must obtain charters. They maintain their own 
insurance for members — Mutual Insurance 
Society—which has $4.2 billion of insurance in 
force. 

The Institute made a study of these unions. 
It found their history dates back to 1849 when 
they were first organized in Germany. 

It found that a French-Canadian legislative 
reporter, Alphonse Desjardin, became inter- 
ested in the European experiment and after a 
long period organized the first credit union in 
North America at Levis, Quebec, in 1900. 
In 1906, the Quebec Legislature passed the 
first credit union law in the Western Hemis- 
phere. 

Desjardins helped to form the first credit 
union in the United States in Manchester, N.H. 
in 1909. 

Meantime, Edward A. Filene, Boston depart- 
ment store owner and philanthropist, came into 
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MARKED 
IMPROVEMENT MARKED SLIGHT NO 
DIAGNOSIS TOTAL WITH X-RAY IMPROVEMENT IMPROVEMENT IMPROVEMENT 
GAINS 
PEPTIC 50 10 29 9 2 
GASTRIC 56 11 33 10 2 
DUODENAL 256 39 175 33 9 
PYLORIC 4 1 2 1 
TOTAL 366 60 238 54 14 
16% 65% 15% 4% 
| 


REPORTED BY PATIENTS, CONFIRMED BY X-RAY, 
81% MARKED IMPROVEMENT IN STOMACH ULCER. 


proven relief of pain, spasm and nervous 
tension without the side effects of 
belladonna, bromides or barbiturates 


INDICATIONS— 


duodenal and gastric ulcer 
gastritis 

colitis 

spastic and irritable colon 
gastric hypermotility 
esophageal spasm 
intestinal colic 

functional diarrhea 


G. |. symptoms of anxiety 


States 


NOW-—2 FORMS 
for adjustability of dosage 


Milpath - 400— Yellow, scored tablets 
of 400 mg. meprobamate and 25 mg. 
tridihexethyl chloride (formerly supplied 
as the iodide). Bottle of 50. 


Dosage: 1 tablet t.i.d. at mealtime and 2 
at bedtime. 


Milpath - 200— Yellow, coated tablets 
of 200 mg. meprobamate and 25 mg. tridi- 
hexethyl chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 


WALLACE LABORATORIES Now Brunswick, N.J. 
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PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 


In each enteric-coated tablet: 


Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) 
Sodium 

para-aminobenzoate ...... 0.3 Gm. (5 gr.) 
Ascorbic acid 50.0 mg. 


For the patient who does not require steroids 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 


Potassium salicylate .......... 0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate ......0.3 Gm. (5 gr.) 
Ascorbic acid 50.0 mg. 


For the patient 
who requires steroids 


PABALATE®*-HC 
(PABALATE WITH HYDROCORTISONE) 


Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage . . . satisfac- 
tory remission of rheumatic 
symptoms in 85 % of patients 
tested. 


In each enteric-coated tablet: 


Hydrocortisone (alcohol) ............ 2.5 mg. 
Potassium salicylate ................. 0.3 Gm. 
Potassium para-aminobenzoate.. 0.3 Gm. 
Ascorbic acid 50.0 mg. 


PABALATE PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA + Ethical Pharmaceuticals of Merit since 1878 


contact with credit unions in India. He gave 
around a million dollars to further the idea. 

The United States Federal Credit Union Act 
was passed in 1934. By that time legislative 
approval of credit unions had been attained in 
39 states. 

Today, the Alexander Hamilton Institute es- 
timates, the 20,000 credit unions serve better 
than six percent of the U.S. population. Of 
the total number of unions, almost a third 


One of the simplest and most trusted meth- 
ods used to judge the correct value of a stock, 
as distinct from its current market price, is the 
ratio of its market quotation to the company’s 
earnings per share. If a stock earns $3 a share 
a year and sells at $30 then its ratio is ten. 

If we conclude it is entitled to sell at ten 
times earnings, then its market price and its 
true value, in our estimation, have come into 
perfect balance. To carry this one step further, 
if it continues to earn $3 a share, anything 
below $30 is too low and anything above $30 
is too high. 

There’s more to appraising value than that, 
however. David L. Babson & Co., Boston, 
discussing this reliable but inadequate yard- 
stick, expressed the view that for shorter per- 
iods it sometimes has its limitations, particu- 
larly in periods when profits are about to fall 
or to rise rapidly, or have just begun to do so. 

At such times the price-earnings relationship 
can be highly misleading but over a long stretch 
of years it has proven a valuable asset in judg- 
ing the amount of risk in stocks, the firm states. 
For instance in 1947-1951 when stocks were 
selling at the lowest earnings multiples on rec- 
ord this appraisal yardstick pointed unerringly 
to the outstanding values then prevailing. It 
adds: 
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THAT PRICE/EARNINGS RATIO 


have been organized by employes of manufac- 
turing companies, independent of labor union 
affiliations. 

Government employes have organized 19 
percent of the total and another 10 percent has 
been formed by employes in transportation or 
utility services, church groups, teachers and 
school maintenance employes, labor union lo- 
cals, and employes of wholesale and retail es- 
tablishments complete the membership picture. 


“Price-earnings ratios vary widely between 
individual stocks because of differences in qual- 
ity and characteristics. The stock of a high- 
grade growth company may be a good value 
at 25 times earnings, while that of a specula- 
tive cyclical issue may be over-priced at 10 
times. 

“To determine whether the price-earnings 
ratio of a given stock is abnormally high (or 
low) it is necessary to make a comparison with 
the multiples at which stocks of other similar 
companies are selling—and of past patterns of 
the company itself, with due allowance for any 
changes in its stature.” 

Exploring the ever-present question whether 
stocks in general are selling too high or too 
low, the firm uses the thirty stocks in the Dow 
Jones industrial index as a guide. In the second 
quarter of this year these thirty stocks earned 
$11 per share, their highest for any three 
months on record. Multiplied by four, an an- 
nual rate of $44 is indicated. 

At the time the firm made its study the Dow 
Jones industrial average was at 655. Thus 
prospective earnings of $44 a share resulted 
in a price-to-earnings ratio of 14.9. 

In the table on page 132a it gives the P/E 
ratio for each quarter back to 1929. Glance at 
it and you will see that in these thirty years the 
ratio has moved over a wide range, with noth- 
ing distinctive about the 14 to 15 level. 

The ratios are computed by dividing the high 
and low price of the Dow Average each quar- 
ter by four times the earnings of that quarter: 
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Remember 


“SERPASIL 


(reserpine CIBA) 


for the anxious : 

hypertensive 
with or without 
_ tachycardia _ 


peries 


Tessalon perles stop cough fast — and they're 
convenient to take. No mess, no spillage, no 
awkward spoons or bottles to carry around. 
Another advantage: no taste. An exact, effec- 
tive dose is sealed in a tiny gelatin sphere. 


Reasons why Tessalon stops cough so effective- 
ly: it acts where cough begins —in the chest; it 
acts at the cough reflex center—in the medulla; 
it acts promptly —within 15 to 20 minutes, the 
effect lasting up to 8 hours. Tessalon is not a 
narcotic, yet has been reported 24% times more 
effective than codeine in suppressing cough.’ 

SUPPLIED: Tessalon Perles, 100 mg. (yellow); bottles of 
100. Tessalon Pediatric Perles (for children under 10), 
50 mg. (red); bottles of 100. Also available (for use 
when oral administration of Tessalon is precluded): 
Ampuls, 1 ml. (5 mg.); cartons of 5. 


1. Shane, 8.J., Krzyski, T.K., and Copp, 
8. E.: Canad. M. A.J. 77:600 (Sept. 15) 1957. 


TESSALON® (benzonatate CIBA) Summit, New Jersey 
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PRICE/EARNINGS RATIOS 


Low 
15.1 
19.6 14.1 
24.7 174 
def. def. 
66.0 37.0 
19.4 

18.6 

14.5 

12.4 

20.6 

15.7 


97 91 
90 84 10.0 92 
12.0 113 124 11.6 
11.0 10.5 104 9.8 
11.4 10.6 12.0 109 
13.0 12.0 118 108 
15.4 140 14.5 13.0 
13.3 122 13.5 12.5 
19.8 19.0 19.0 17.4 
17,3. 162 148 13.8 
*Based on 2md quarter earnings times forw. 
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1929 175 15.3 19.3 10.8 

1930 24.2 20.0 40.0 29.0 

1931 38.7 24.0 def. def. 

j 1932 def. def. def. def. 

1933 24.4 19.8 31.5 25.6 
1934 24.0 20.6 28.0 24.2 
1935 204 18.0 17.6 15.2 “9 
1936 15.0 13.7 15.8 10.4 : 
; 1937 15.3 118 15.2 13.2 
1938 24.2 21.7 19.5 17.7 
1939 17.2 144 124 113 | 
1940 13.8 13.1 14.2 10.4 11.7 11.7 10.8 
1941 11.6 102 11.2 104 10.7 100 10.7 9.0 
9902 13.6 M8 142 12.8 10.1 92 
1943 158 145 15.7 145 12.0 11.0 
1944 15.0 14.2 15.8 144 15.2 145 13.0. 12.4 

1945 14.2 15.9 14.4 18.6 16.5 17.4 163 
1946 27.8. 25.0 168 15.8 13.8 11.0 92 84 

1947 95 89 96 88 10.8 10.1 92 87 

1949 78. 7.4 72 6.6 84. 76 

1950 65 58 62 58 q 

1951 121 106 96 90 : 

: 1952 11.8 11.2 99 89 
1953 10,3 9.5 99 92 

1954 148 13.6 17 (9.8 

1955 14.4 13.2 126 11.3 " 
1956 19.6 17.9 13.2 12.4 
1957 15.3 13.4 13.2 12.0. 
1958 18.8 169 167 15.2 

15.5* 148° ; 
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Lederle antibiotic design 3 


Strikingly enhances 
the traditional advantages 
broad-spectrum 

antibiotics... 


for greater patient-physician benefit 


DECLOMYCIN is a unique fermentation product of a strain 
of Streptomyces aureofaciens—the parent organism of 
AUREOMYCIN® and ACHROMYCIN.®' 


DECLOMYCIN singularly achieves: 

e far greater antibiotic activity with far Jess drug 

e greater stability in body media 

¢ unrelenting peak activity throughout therapy 

e “extra-day” protection through sustained activity 


DECLOMYCIN retains: 
¢ unsurpassed broad-spectrum range of activity 
e rapid activity 
e excellent toleration 
e effectiveness against infection in nearly all organs or sys- 
tems—rapid diffusion in body tissues and fluids 
*Chlortetracycline Lederle ‘Tetracycline Lederle 


Demethyichlortetracycline Lederle 
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Far greater 
antibiotic activity 
with far less 
antibiotic 


Milligram for Milligram, DECLOMYCIN exhibits 2 to 4 
times the clinical potency (inhibitory action) of tetracycline 
against susceptible organisms. Thus, DECLOMYCIN 
has the advantage of providing significantly higher serum 
activity levels with significantly reduced drug intake.” *** 


Actually, DECLOMYCIN demonstrates the highest ratio 
of prolonged activity level to daily milligram intake of any 
known broad-spectrum antibiotic. Reduction of milligram in- 
take of drug reduces hazards of related physical effect on in- 
testinal mucosa or interaction with gastrointestinal contents. 

*Activity level is a far more meaningful basis of compari- 


son than quantitative blood levels, as Hirsch and Finland 
note. Action upon pathogens is the ultimate value.! 


Unrelenting 


peak antimicrobial attack 
throughout therapy 


The high level of DECLOMYCIN activity is uniquely 
sustained. It is not just an initial phenomenon but is 
constant — maintained on each day of treatment and 
between doses— without noticeable diminution of in- 
tensity. Peak-and-valley control is eliminated, favoring 
continuous suppression of pathogens and consequent 
improvement. 


This DECLOMYCIN constant is achieved through 
remarkably greater stability in body fluids,”** resistance 
to degradation’ and a low rate of renal clearance**—all 
supporting antibiotic activity for extended periods. 


Demethyichlortetracycline Lederle 
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activity 
for security 
against relapse 


DECLOMYCIN maintains significant antibacterial 
activity for one to two days after discontinuance of 
dosage'—a major distinction from other antibiotics. 
Previous drugs have declined abruptly in activity fol- 
lowing withdrawal. 


DECLOMYCIN thus gives the patient an unusual 
degree of protection against resurgence of the primary 
infection, and against secondary infection... sequelae 
not infrequently encountered and often resembling a 
“resistance problem.” Consequently, reinstitution of 
therapy or a change in therapy should rarely be 
necessary. 


—enhancing the unsurpassed features of 
tetracycline... for greater physician-patient benefits 


Demethyichlortetracycline Lederle 
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contribution 


Lederle 


research 


in the distinctive dry-filled duotone capsule 


Demethyichiortetracycline Lederie 


immediately available as: 


DECLOMYCIN Capsules, 150 mg. 
Adult dosage: 1 capsule four times daily. 


1. Hirsch, H. A., and Finland, M.: Antibacterial Activity Of Serum Of Normal Subjects 
After Oral Doses of Demethyichlortetracycline, Chiortetracycline and Oxytetracycline. 


New England J. Med. 260:1099 (May 28) 1959. 2. Hirsch, H. A., Kunin, C. M., and Finland, 
M.: Demethyichiortetracycline — A New And More Stable Tetracycline Antibiotic That o 
Yields Greater and More Sustained Antibacterial Activity. To be published. 3. Lichter, Cli. (aod 


E. A., and Sobel, S.: The Distribution Of Oral Demethyichlortetracycline In Healthy Volun- 
teers And In Patients Under Treatment For Various Infections. To be published. 4. Kunin, 0 


C. M., Dornbush, A. C. and Finland, M.: Distribution And Excretion Of Four Tetracycline 

Analogues In Normal Young Men. To be published. 5. Kunin, C. M., and Finland, M.: 

Demethyichlortetracycline: New Tetracycline Antibiotic That Yields Greater and More ‘ #. 
Sustained Antibacterial Capacity. New England J. Med. 259:999 (Nov. 28) 1958. 6. Sweeney, ip yi/= 
W. M.; Hardy, S. M.; Dornbush, A. C., and Ruegsegger, J. M.: Demethyichlortetracycline: 

A Clinical Comparison of A New Antibiotic with Chiortetracycline and Tetracycline. 

Antibiotics & Chemotherapy 9:13 (Jan.) 1959, 
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TABLETS AND ELIXIR 


To add life to years—not merely years to life. . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 

In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 
apathy — the penalties of advancing age. 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 


Nistric contains: Each Tablet: § ec. Elixir: e Niatric protects capillary integrity 


Pentylenetetrazol 100 mg. 100 mg. 

Nicotinic Acid as e Niatric prevents brain tissue hypoxia 
Ascorbic Acid 

Bioflavonoids 

Alcohol Send now for samples and literature . . . 


Average Dose: 1 tablet or 1 tsp. (5 cc.) t.i.d. A F. ASCHER AND COMPANY, INC. 


Supply: Tablets, bottles of 100 and 500. 
. Elixir, bottles of 1 pint. Ethical Medicinals / Kansas City, Missouri 


This won’t make you investors any happier, 
but did you know that the income tax you 
pay on your dividends is all an accident? 

The term given it is “double taxation.” That 
is because a corporation pays a federal tax, up 
to 52 percent, on its earnings and then when 
it distributes a part of these earnings to its 
stockholders, as dividends, they pay again. The 
same money is tapped twice by Uncle Sam. 

That’s because back in 1936 Congress 
wanted corporations to loosen up with their 
accumulated earnings and distribute a greater 
portion. The undistributed profits tax was born, 
and double taxation of dividends was included. 
However, the undistributed profits tax was re- 
pealed in 1939, but the double taxation feature 
remained. 

G. Keith Funston, president of the New 
York Stock Exchange, writing in that institu- 
tion’s official publication, “The Exchange,” 
terms it, “one of the most unfortunate accidents 
that ever occurred in our tax system.” 

Since 1954 the law exempts the first $50 
received in dividends by an individual tax- 
payer and permits a 4 percent credit on the 
balance. Mr. Funston praised this, but advo- 
cated it be increased to $100, with a credit of 
at least 10 percent on the balance. Canada, 
he pointed out, started with a 10 percent 
credit on dividends and was so encouraged by 


A few years ago a popular joke, not too 
funny, was to say to a friend, “That’s a nice 
suit you have; why don’t you buy it?,” or, 
“I like your new automobile; I suppose you'll 
give them another dollar when they catch you.” 

The number of those who can afford to 
speak derisively of instalment buying has dwin- 
dled. It has become an accepted way of doing 
business. In some cases the vendors prefer it, 
as they make a little more profit on the deal 
and the finance company takes over the risk. 

There was a big jump in instalment credit 
during the summer. On a seasonally adjusted 
basis the increase in the month of July amounted 


134a 


IT WAS AN ACCIDENT 


A DOLLAR DOWN 


the results it raised the exemption to 20 percent. 

Funston noted that a great many other fac- 
tors besides the 1954 tax law have contributed 
to our recent progress. 

“The effect of the law, however, should by 
no means be ignored,” he said. “Raising a tax 
too high hurts the economy and eventually 
results in a loss of revenue. Lowering an un- 
fair tax almost always results in increased pros- 
perity and increased revenues.” 

He held that too much of our industrial 
expansion has been financed by borrowing and 
not enough through sale of stock and warned 
that corporations with a heavy debt on which 
interest payments have to be met can get into 
trouble if they encounter serious reverses. 

“For newer and small companies just trying 
to get established, the lack of equity capital 
(common stock) can be fatal,” he said. 

“And when the day comes that it is impos- 
sible to start a new corporation in America, 
that is the day American progress will grind 
toa halt... 

“If we tell stock investors that we regard 
them as fair game for double taxation—if we 
tell them we intend to treat them as the most 
unworthy and most highly penalized taxpayers 
of all — then heaven help the bright young 
Henry Ford or Thomas Edison who needs some 
backers for a company of the future.” 


to $500,000,000, the largest monthly rise since 
September, 1955. 

Total consumer credit, which includes non- 
installment as well as installment, increased 
$647,000,000 to a record $47,300,000,000. 
Outstanding automobile credit, up $227,000,- 
000, had its largest increase for any month this 


year. 

The total outstanding on automobiles runs 
to around $15,000,000,000 and this is the 
largest single item in the list of things on which 
instalment credit is extended. It is a lengthy 
list and includes such varied things as meals, 
vacations, travel, clothes, food, household wares 
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for laxative results without laxative harshness 


Acting on a surfactant-softened fecal mass, Doxidan gently stimulates a 
weakened bowel musculature to normal intestinal action. Defecation is as gentle 
as possible, free from strain or pain; thus Doxidan is valuable in cardiovascular 
and other geriatric conditions. No bowel distention or fear of impaction — 

no oily leakage or interference with essential vitamin absorption. Because 
there is no rebound constipation, there is a greatly reduced tendency 

towards laxative dependency. 


in geriatric 
constipation 


DOSAGE: For adults and children over 12, one or two capsules. For children, age 6 to 12, one 
capsule. Administered at bedtime for 2 or 3 days or until bowel movements are normal. 
Supplied in bottles of 30 and 100 soft gelatin capsules. 
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the “target sym as” Of 
emotional stress with the smallest cllective dosage 


* neuroleptic— 


“The term ‘neuroleptic’ im- 
plies a specific effect of a phar- 
macologic agent on the nervous 
system. It refers to a mode of 
action on affective tension that 
distinguishes this response from 
that to hypnotic drugs. The 
terms ‘ataraxics’ and ‘tranquil- 
izers’ are descriptively impres- 
sive, but fail to convey what 
seems psychopharmacologically 


unique.”"? 


the premise 


Emotional tension states, psychosomatic disorders and similar neu- 
roses constitute a major portion of the clinical conditions seen today 
in everyday office practice. Whether the emotional stress is in the 
form of a behavioral disturbance characterized by anxiety, anxiety 
accompanying specific organic disorders or chronic conditions in 
which anxiety is a contributing factor, the aim in therapy is the 
same: to alleviate emotional stress and enable the patient to cope 
with life's problems more effectively and to live more comfortably. 


The choice of an agent to overcome the patient's particular “target 
symptoms” of emotional stress, without impairing alertness or 
productivity, or producing undesirable reactions, is often a diffi- 
cult and haphazard task. Yet, one may be guided by the fact that 
there is a correlation between the dosage of a phenothiazine 
derivative and the frequency and the type of side effects it causes, 
the less of the drug needed to achieve therapeutic results, the less 
likely are side effects. Thus, the lower the effective dosage of a 
phenothiazine derivative, the lower the incidence of unwanted 
side reactions and, conversely, the higher the level of thera- 
peutic response. 

Now, with Permrrit, the physician may prescribe a neuroleptic 
anti-anxiety agent of extraordinary potency and effectiveness, at 
unprecedented low dosage, with minimal side effects—features that 
markedly distinguish this compound from other anti-anxiety agents. 


the promise 


Extensive clinical studies have established important psychophar- 
macologic advantages for Permitit. The effective dosage of Permrmt 
(0.25 mg. b.i.d.) is the lowest safe dosage of any anti-anxiety 
agent. Side effects associated with dosage not exceeding | mg. per 
day have been uncommon and transitory. 


Unlike other phenothiazines, Permit alleviates symptoms of 
anxiety, tension, agitation and emotional unrest without depres- 
sant effect, impaired alertness or slowed intellectual function. 


Furthermore, anxiety-induced symptoms of apathy, indifference, 
listlessness, reduced initiative and chronic emotional fatigue (often 
refractory to other phenothiazines) frequently respond to admini- 
stration of Permiru. Thus, a significantly wider spectrum of 
“target symptoms” amenable to therapy is an outstanding property 
of PeRMITiL. 

Onset of action with Permrtit is rapid and patients soon become 
more relaxed and less tense. The patient regains a more confident 
outlook and normal drive is restored. 


Permitit has an inherently Jong duration of effect. This makes 
possible a particularly convenient and easy-to-remember schedule 
of morning and evening dosage. 


The promise of Permiru. in everyday office practice, then, is the 
more effective control of the “target symptoms” of emotional stress 


with the lowest safe dosage of any anti-anxiety agent. 


| 

& 
2 
| 
| | 


to fit the promise to your office practice 


“The pharmacologic management of psychiatric disorders challenges the thera- 

peutic acumen of the physician. He must choose a drug which will produce remis- 

sion as quickly as possible with the least risk.”? In this regard, PERMITIL represents 

an advance over its predecessors? because of its higher level of therapeutic response 

and low order of side reactions. 

The adjunctive use of Permitit by the family physician enables him to provide 

effective pharmacotherapy for many of the emotional symptoms which constitute 

a major portion of patient disability in everyday office practice. 

The Areas of Usefulness for PERMITIL: 

s Behavioral disturbances characterized by anxiety, tension, apprehension and 
instability, as well as depressive symptoms associated with anxiety states 

s Emotional stress accompanying organic disorders and complicating recovery 
from, or acceptance of, the underlying condition 

s Chronic disorders in which anxiety and stress are contributing factors, e.g., 
gastrointestinal dysfunctions, neurodermatitis, asthma, premenstrual tension, 
arthritis, hypertension and tension headache 


How to Prescribe PERMITIL: 

Permitiv has an inherently long duration of effect so that it need be given only 
twice a day making possible an easy-to-remember morning and evening dosage 
program. The lowest dose of Permitit that will produce the desired clinical effect 
should be used. 

The recommended dose for most adults is one 0.25 mg. tablet twice a day 
This may be increased to two 0.25 mg. tablets twice a day if required. Total daily 
dosage in excess of | mg. should be employed only in patients with relatively severe 
symptoms who have had a trial of lower dosages first that were well tolerated but 
were only partially effective. In such patients, the total daily dose may be increased 
to a maximum of 2 mg., given in divided amounts. (Dosage for children has not 
been established.) 


Side Effects—Infrequent; Contraindications—Minimal: 

At the recommended dosage of Permitit, side effects have been observed infre- 
quently or not at all. Permiri, as with other phenothiazines, is contraindicated 
in severely depressed states. 

Available in Tablets of 0.25 mg.; bottles of 50 and 500. 


References: 1. Freyhan, F. A.: Psychopharmacology Frontiers, Boston, Little, Brown and Co., 1959, 
p. 7. 2. Ayd, F. J.: The current status of major tranquilizers, in press. 
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and virtually everything a consumer uses. 

A. W. Zelomek, president of the Interna- 
tional Statistical Bureau, believes the figures 
are not too high, adding that a supportable 
level may be two billion dollars above the 
present figures. 

Those who are concerned, he says, should 
consider the following: 

“1. The middle income families who are 
the largest users of consumer credit now re- 
ceive the largest portion of total income after 
taxes. 

2. Consumer credit is used by a larger pro- 


Be of good cheer! If the one and only in- 
sists on that mink coat, you will be glad to 
learn from a Department of Commerce report 
that the big feature in its report on the fur 
industry is the increasing production of this 
small but valued animal. Moreover this trend 
is pronounced in ten countries, particularly 
Japan and West Germany. 

The department report dealt with production 
and commerce of furs in 17 countries other 
than the United States, and the Soviet Union. 
The report estimated that the mink production 
in 10 countries outside the United States rose 


Armour & Co. has taken out world-wide 
patent rights on an invention of a South 
African professor of Chemistry, Felix Sebba, 
which covers a revolutionary method for ex- 
tracting mineral from liquid solutions. Con- 
ceivably it could lead to mining from the sea. 

Mr. Sebba, a teacher at Witwatersrand Uni- 
versity, in Johannesburg, told the press he had 
completely established the theoretical back- 
ground for his invention, which he calls the 
soap-and-bubble method. 

He demonstrated it with a cobalt solution 
to which he added potassium laurate. Bub- 
bles blown through the water immediately pro- 
duced a green froth on the surface, containing 
the cobalt, previously in the solution. 
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THERE’S A LOT MORE MINK 


MINING IN THE SEA 


portion of families than before the war. 

3. Social prejudice against credit buying has 
disappeared. 

4. Despite the increased purchases of soft 
goods on time payment, especially in the re- 
volving credit plan, most of the buying on 
credit is for consumer durable goods. 

5. Various built-in stabilizers have lessened 
the need for a cushion of savings. 

6. The greater number of people moving to 
urban areas has also been favorable to con- 


sumer credit. 
7. The real income of families increased.” 


from 3,000,000 pelts in 1956 to 3,600,000 in 
1958, with prospect of further increase in 1959. 
It did not name the 10. 

“Japanese mink farming has so greatly ex- 
ceeded earlier expectations that the target of 
10,000 mink originally set for 1960 was more 
than tripled by 1958, when there were 25,000 
to 30,000 mink on 110 farms in Hokkaido and 
another 3,000 mink on 30 farms in Honshu,” 
the report stated. 

The Japanese mink furs are exported chiefly 
to the United States, United Kingdom and 
Canada. 


“I have calculated that it should be possible 
by this method to extract 600 tons of alumi- 
num per day from the sea, or two tons of 
uranium or 240 ounces of gold,” he said, add- 
ing, “We know that the sea contains a wealth 
of minerals but in such weak solutions that 
extracting it would be uneconomical. To gain 
two pounds of copper, one million tons of 
water would have to be processed. 

“With my method, seawater would not have 
to be displaced at all. I visualize a small sea 
area being fenced off, with pipes laid on the 
ocean bed for introducing bubbles into the 
water, after adding the required soaps. The 
minerals could then be collected on the sur- 
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the first nitrofuran 
effective orally 


in systemic bacterial infections 


bound of 
Effective clinically in upper respiratory infections, 
pneumonias, soft tissue infections, bacteremia/septicemia, 
osteomyelitis, wound infections and pyodermas. 


Effective in vitro against the following organisms (isolated from clinical 
infections listed above) : 

Organism i Resistant % Sensitive 
Staphylococci* 1 99.4 
Streptococci 1 98.5 

D. pneumoniae 100.0 
Coliforms 918 
Proteus 50.0 

A. aerogenes 100.0 

Ps. aeruginosa 55.5 


*Includes many strains resistant to antibiotics. 


As with all nitrofurans in years of extensive clinical use, there is little or no 
development of bacterial resistance with ALTAFUR. 


NITROFURANS—a unique class of anitimicrobials—neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 
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CURRENT 
READING 
ON FINANCIAL 


SUBJECTS 


SUBJECT 


Simmons Co. 

Oil company earnings 
Joseph Bancroft & Sons 
Sheraton Corp. of Amer. 
Superior growth industries 
Lone Star Steel Co. 

Budd Company 

U. S. Shoe Corp. 

Burrus Mills, Inc. 

British steel industry 

Botany Industries, Inc. 

W. L. Maxson Corp. 

Coal Mining 

Pittston Co. 

Avco Corporation 

Reichhold Chemicals, Inc. 
Sears, Roebuck & Co. 
Grumman Aircraft Engineering 
Sealed Power Corp. 

Railroad equipment industry 
American News Co. 
Tishman Realty & Construction 


Addressograph-Multigraph Corp. 


Scott & Fetzer Co. 
Purcolator Products, Inc. 
Chi. & North Western Rwy. 
Holiday Inns of Amer., Inc. 
Steel Co. of Wales, Ltd. 
Chain Belt Co. 
Allis-Chalmers 

Magnavox Co. 

Oklahoma Natural Gas 
Great Northern Paper 
Estey Corporation 
Colorado Fuel & Iron 

The paper industry 

General Electric Co. 

Ryder System, Inc. 
Liquified pertoleum gas 
Timken Roller Bearing Co. 


Wall Street firms are glad to supply those who are interested with 
views on various industries and companies. You can do us a favor 
if you mention Medical Times as the source of your information. A 


partial list of such literature that has come to hand recently follows. 


FIRM 

Francis I. DuPont & Co. 
Carl H. Pforzheimer & Co. 
Amott, Baker & Co. 
Arthur Wiesenberger & Co. 
Dominick & Dominick 
Alkow & Co. 

Alkow & Co. 

Orvis Brothers & Co. 

N. Y. Hanseatic Corp. 

N. Y. Hanseatic Corp. 

H. Hentz & Co. 

H. Hentz & Co. 

Hayden, Stone & Co. 
Halle & Stieglitz 


Eastman Dillon, Union Securities & Co. 
Eastman Dillon, Union Securities & Co. 


Hardy & Co. 

Chace, Whiteside & Winslow 
A. G. Becker & Co. 

Purcell & Co. 

Schweickart & Co. 

Jessup & Lamont 

Jessup & Lamont 

Jessup & Lamont 

A. C. Allyn & Co. 

Kamen & Co. 

A. M. Kidder & Co. 

Bear, Stearns & Co. 

Paine, Webber, Jackson & Curtis 
Paine, Webber, Jackson & Curtis 
Thomson & McKinnon 
Thomson & McKinnon 
Thomson & McKinnon 

Daniel Reeves & Co. 

Hirsch & Co. 

Bache & Co. 

Bache & Co. 

Carl M. Loeb, Rhoades & Co. 
Carl M. Loeb, Rhoades & Co. 
Fahnestock & Co. 


FIRM’S NEW YORK 
ADDRESS 


One Wall St. 
25 Broad St. 
150 Broadway 
61 Broadway 
14 Wall St. 


40 Exchange Place 
40 Exchange Place 


15 Broad St. 
120 Broadway 
120 Broadway 
72 Wall St. 
72 Wall St. 
25 Broad St. 
52 Wall St. 
15 Broad St. 
15 Broad St. 
30 Broad St. 
67 Wall St. 
60 Broadway 
50 Broadway 
29 Broadway 
26 Broadway 
26 Broadway 
26 Broadway 
44 Wall St. 
25 Broad St. 
One Wall St. 
One Wall St. 
25 Broad St. 
25 Broad St. 
2 Broadway 
2 Broadway 
2 Broadway 
120 Broadway 
25 Broad St. 
36 Wall St. 
36 Wall St. 
42 Wall St. 
42 Wall St. 
65 Broadway 
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pre-prescription 
point number 


initial therapy— 
remarkably free 
from complications 


Allison, J.R., Sr., and Allison, J.R., Jr.: 
Monographs on Therapy 3:99 (Oct.) 1958. 


pre-prescription 
point number 2 


continuing therapy 
—maintenance doses 
are low 


A.R., and Fisherman, E.W.: 
. A. 167:58 (May 3) 1958. 


pre-prescription 
point number 


no sodium or water 
retention—low salt 


diet not necessary 


Hartung, E. F.: 
J.A.M. A. 167:973 (June 21) 1958. 


“for choice corticosteroid therapy 


pre-prescription 
point number 4 


absence of edema 


Council on Drugs: 
J.A.M. A. 169-257 (Jan. 17) 1959. 


pre-prescription 
point number 


less likely to 
create electrolyte 
disturbance 


“a 


es 


pre-prescription 
point number 


no secondary 
hypertension—no 


significant change 
in pulse, respiration, 
or blood pressure 


, W.B.; Harun, J.S., and Pillsbury, D. M.: 
167:959 (June 21) 1958. 
Bernsten, C.A., Jr., and others: 

New York Rheumatism Association, Annual Meeting. 
New York, April 9, 1959. 


i, A.M; Meliman, W.J., and Eberlein, W. R. 
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pre-prescription 
point number 7 


no excessive 
appetite 


Council on Drugs: Ps, * 
M.A. 169:257 Wan. 17) 1959. 
core | 
without unnatural 4 


—does not stimulate 
and rarely depresses 
the mood 


Shelley, W. B.; Harun, J.S., and Pillsbury, M.: 
J.A. M.A. 167:959 (June 21) 1958. 
Council on Drugs: 
J. A. M.A, 169:257 (Jan. 17) 1959. 
‘a gastrointestinal 
complaints 


q infrequent 


Hartung, E.F.: 
J. A.M. A. 167:973 (June 21) 1958. 
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Inquiries are received from a number of investors asking 
for information regarding specific securities. Answers are 
presented here on the basis of information received from 
recognized analysts and represent their considered opinion. 


Addressograph-Multigraph Corp.—This is a 
stock of high investment merit, and its prospect 
is for rising sales and earnings. It has reorgan- 
ized its sales force and developed a number 
of new products. In the last few years it has 
expanded its plant 50 per cent and its research 
facilities 250 per cent. Sixty per cent of its 
gross comes from the sale of supplies and 
from service contracts. 


Purolator Products, Inc.—In the first six 
months of this year it increased its sales and 
profits more than 40 per cent. For the full 
year it is expected to show sales of $45,000,000 
and net income of $3.50 a share or better. 
The company is a leading producer of a variety 
of filters for a number of industries. The auto- 
mobile industry is the most important cus- 
tomer, accounting for 60 per cent of sales, 
but demand is also growing in the aircraft, 
chemical, cosmetic, drug, petroleum and plastic 
fields. 


Sealed Power Corp.—This is a relatively small 
corporation which makes piston rings and other 
sealing rings. It showed a steady improvement 
in each quarter of 1958 and for the first two 
quarters of this year. The management is con- 
fident it will continue to do so the balance of 
this year. Replacement sales of parts needed 
by cars already on the road account for the 
bulk of its business and the balance consists 
of replacement needs for small motors. This 
field is growing in importance. The stock 
appears to be a good businessman’s risk. 


Sears, Roebuck & Co.—It is the largest mer- 
chandise retailing organization and thus far 
this year has shown an impressive sales growth. 
In the first six months sales volume topped 
the similar 1958 period by 11.3 per cent, which 
brought them to nearly two billion dollars. 
Estimates are it will show $2.60 a share for 
the full year. The company intends to continue 
its modernization and expansion program 
through the next year. The stock is regarded 
as an investment issue. 


Avco Corp.—The company is strong on re- 
search and its new Wilmington, Mass. Research 
Center employs 575 scientists and engineers. 
Long-term investors and those who look for 
further marvels in the scientific age will be 
interested in it. The company is strong financial- 
ly, with working capital estimated at $85,000,- 
000. The dividend is modest and there is no 
reason to expect an increase in the near term. 


Sheraton Corp. of America—It has enjoyed a 
phenomenal growth, assets rising from $350,- 
000 in 1937 to an estimated $346,000,000 
today. A dollar invested in its stock in 1941 
would be worth $197 now. It has superior 
management and good stockholders relations. 
The stock appears to be a justified risk. 


Ruberoid Co.—Operations have been profit- 
able every year since 1932 and earnings for 
the first half of this year improved to $1.58 
a share against 91 cents in the like period 
last year. Dividends have been paid every 
year since 1889 and the financial condition is 
exceptionally strong. Improvement in build- 
ing should help it, as asphalt building products 
account for more than half its volume. Man- 
agement has been strengthened through the 
appointment of a number of younger men. 
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allergy-free 
for 
months 


with a one week course of daily injections 
Anergex—! mil. daily for 6-8 days—usually provides prompt relief that persists for months. 


Anergex—a specially prepared botanical extract—is 
nonspecific in action ; it suppresses allergic manifesta- 
tions regardless of the °ffending allergens. It is not a 
histamine antagonist, nor does it merely minimize 
the effects of a single allergen. 

Anergex eliminates skin testing, long drawn-out de- 
sensitization procedures, and special diets. It has been 
effective even in patients who failed to respond to 
other therapeutic :neasures. 


Reports on over 3,000 patients have shown that 
over 70% derived marked benefit or complete relief 
following a single short ccurse of Anergex injections 
Effective in seasonal and nonseasonal rhinitis 
(pollens, dust, dander, molds, foods); allergic ast hma; 
asthmatic bronchitis and eczema in children; food 
sensitivities 

Available: Viais containing 8 ml.—one average treatment Course. 

WRITE FOR REPRINTS ANO LITERATURE 


> 


the new concept for the treatment of allergic diseases 


MULFORO COLLOID LABORATORIES PHILADELPHIA 4, PENNSYLVANIA 


Patent applied for 
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Crouse-Hinds Co.—It is not particularly well- 
known in investment circles despite its excellent 
record. Except for the depression days of the 
1930's it has earned a profit and paid a dividend 
in all but two years since 1917. It is a leading 
producer of cast electrical conduit fittings here 
and in Canada. Its shares sell at a compara- 
tively low price/earnings ratio. Earnings this 
year should run around $2 a share. 


Sunset International Petroleum Corp.—It has 
speculative possibilities, with relatively small 
downside risk. The management is strong and 
aggressive. Cash flow and net income are about 
the same as last year. 


Elliott-Automation, Ltd.—It is the largest 
automation company outside the United States 
and it ADR’s (American depository receipts for 
its common stock) are traded in here over the 
counter. Earnings this year are running 50 
per cent ahead of a year ago and a rise in the 
dividend is a reasonable possibility. The com- 
pany designs, makes and installs fully inte- 
grated control and automatien systems for 
various types of needs, such as guided missiles, 
jet airliners, oil refineries and automic power 
stations. Several mergers have given it 24 sub- 
sidiary companies which operate in the manu- 
facture of 29 major product categories. 


F. W. Woolworth Co.—This is a name known 
to everyone. It has paid quarterly dividends 
without interruption for 47 years. It is strong 
financially, having current assets of $231,000,- 
000, or well over three times its current liabil- 
ities, and working capital of $161,000,000. The 
stock is of investment calibre, offering a fair 
yield, strong defensive characteristics in the 
event of a market reversal and the potential 
of a large expansion. 


Allis-Chalmers—Earnings have been erratic, 
as they have been with other manufacturers of 
capital goods. Its best year for sales was 1956, 
when they amounted to $547,400,000, and its 
best per share earnings came in 1950, at $4.36. 
Sales in 1958 were off about 1 per cent from 
1957 but earnings were up to $2.34 against 
$2.11. This year started off poorly, with a 
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deficit in the first quarter of 43 cents. There 
has been a distinct improvement since, with 
earnings for the year estimated at $3 a share. 
Its financial position is solid. 


Colgate-Palmolive Co.—It has a lower price/ 
earnings ratio than many of its competitors, 
doubtless reflecting an unsatisfactory perform- 
ance in its domestic operations in 1948. These 
troubles appear to have been largely resolved, 
and in the meantime it is doing well abroad. 
The company’s domestic and foreign sales are 
about equally divided but foreign net is about 
double that of the domestic operations. In the 
first half of the year earnings improved to 
$1.37 from the $1.08 in the like period last 
year and Wall Street estimates are it will show 
about $3.30 for the full year. 


Fruehauf Trailer—It is a leading factor in the 
domestic truck-trailer industry and is coming 
back well after the disappointments of last 
year. Sales for the first six months were up 
29 percent from a year earlier and this came 
about just as production efficiencies were mak- 
ing themselves felt. Earnings of $2.35 a share 
appear likely this year, with $3.50 next year. 


Montgomery Ward & Co.—Since the manag- 
erial upheaval in 1955 the company has been 
busy investing the cash the previous manage- 
ment hoarded. It has been adding property 
and equipment, and thus is taking a more 
dynamic position in the merchandising field. 
Sales have improved every year since 1954. 
The company has adopted a long-range pro- 
gram which should bring sales to $1,800,000,- 
000 by 1963. 


McGraw-Edison Co.—Has been expanding 
rapidly during the post-war era. Sales and 
profits were hard hit in 1958, especially in the 
first half, largely because public utilities cut 
their capital expenditures. Despite this slump 
the company continued a vigorous research, 
development and engineering program and this 
year the results have been gratifying. The 
company is expected to continue its growth 
through acquisitions, and recent earnings state- 
ments have been favorable. 
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HYPTRAN 


FOR TENSION-FREE SLEEP ALL THROUGH THE NIGHT 


DUAL RELEASE HYPNOTIC -TRANQUILIZER 


WHEN ANXIETIES CAUSE INSOMNIA—WHEN INSOMNIA 
HEIGHTENS ANXIETIES—HYPTRAN TREATS BOTH CON- 
DITIONS AND BREAKS THE PATTERN OF SLEEPLESSNESS. 


Sleep comes quick, sure and sound, 
with new Hyptran. The outer layer con- 
tains an immediate calming dosage of 
phenyltoloxamine, the mild, certain 
non-phenothiazine tranquilizer to sup- 
port short-acting secobarbital. This 
well-accepted fast-acting barbiturate 
acts directly on the higher cerebral 
levels and quickly brings needed sleep. 


Hyptran’s inner core of phenyltolox- 
amine, released later in the night, con- 
trols insomnia-causing anxieties, keeps 
them from “‘breaking through” and 
interrupting sleep. Patients awake calm 
and clear-headed, fully refreshed men- 
tally and physically. 
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DOSAGE: 1-2 tablets before retiring. 
SUPPLIED: Bottles of 100 sugar-coated, 
pink tablets. IMMEDIATE RELEASE: 
Phenyltoloxamine Citrate 25 mg., Seco- 
barbital 60 mg. (warning — may be 
habit forming); DELAYED RELEASE: 
Phenyltoloxamine Citrate 75 mg. 


References: Batterman, R. C., et_al.: New York J. 
Med. 58:3821, 1958. / Harrison, T. R.: Principles of 
internal Medicine, 3rd ed. McGraw-Hill 1958, Pg. 
1764. / DiMascio, A., et _al.: Am. J. Psychiat., 115, 
301-317, 1958. / Sainz, A.: Proc. of Mohawk Valley 
Psychiatric Assn., June 17, 1957. / Fleischmajer, R., 
et al.: Antib. Med. & Clin. Therap., 5, 120-124, 1958. 
/ Hoekstra, J. B., et _al.: J. Am, Pharm. A., 42, 587- 
593, 1953. / Cronk, G. H. and Naumann, D. E.: New 
York J. Med., 55, 1465-1467, 1955. Paper in prepara- 
tion: data on 500 clinical cases available on request. 
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AUTUMN IN CANADA 


Cool weather, good fishing and hunting, and colorful 
natural displays attract fall visitors to the vast 
country north of us. At this time of year highways 


are uncrowded and accommodations 


as in Canada has a special 
appeal in autumn. New forest colors brilliantly 
replace summer’s soft green hues, highways are 
clear and uncrowded, and accommodation is 
plentiful. The air is crisp and stimulating, the 
sunshine bright and warming, the nights are 
blanket-cool. 

The scenic National Parks of Canada, lo- 
cated in nine of the ten provinces, and the 
woods along park highways become a riot of 
colors—orange, gold, green, crimson and rus- 
set-brown. Wildlife, sensing winter’s approach, 
is more active than usual and more easily seen. 
Big game animals roam freely along leafy 
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plentiful. 


trails. The fish bite well, and annoying in- 
sects have disappeared. Migratory birds are 
restless with preparation for their southward 
flight. 

The Canadian Rockies contain some of the 
most famous vacation areas in North America. 
Here vacationers will find three of Canada’s 
National Parks, Banff, Jasper and Waterton 
Lakes. They embrace almost 6,000 miles of 
lofty peaks, wooded valleys, rivers, glaciers, 
lakes, waterfalls and canyons in this great 
mountain region of Alberta. 

From the resorts of Banff and Lake Louise, 
visitors travel the roads and trails which radi- 
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Traffic: jammed 
Car: stalled 


Temper: mild 


Uicer: quiet 


Here’s a man whose ulcer once would have pro- 
tested strongly—not just at traffic problems— 
but at the entire gamut of stress to which modern 
man is subjected. 

His physician, aware that the patient as well as the 
ulcer must be treated, has prescribed ALUDROXx SA. 


eases tension + promotes healing 
relieves pain + reduces acid secretion 
inhibits gastric motility 


ALUDROX 


Suspension and Tabiets: Aluminum Hydroxide Gel with 
Magnesium Hydroxide, Ambutonium Bromide and Buta- 
barbital, Wyeth 
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Philadelphia 1, Pa 
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ate to such points of interest as Bow Falls and 
the Hoodoos which are strangely eroded pil- 
lars of clay on the banks of the Bow River. The 
hot springs are a major attraction in the park, 
and there are two pools available for public 
use. 

One of the reasons for the popularity of the 
mountain parks is the wide range of accom- 
modation available. Vacationers can chose 
some of the most luxurious hotels in North 
America as headquarters for their autumn holi- 
day in the Rockies, while more modest accom- 


modation can be had at very reasonable rates.’ 


Muskoka District 


Autumn coloration unique in North Ameri- 
ca is found in Northern Ontario, where the 
bush country fills with golden light, touched 
with green and red. There is the sumach’s vivid 
scarlet, the Norway pine’s trim green, the oak’s 
deep red, and a range of pinks and bronzes 
on the elm, beech, ironwood and maple. 

Ontario’s Muskoka district, one of the many 
attractive vacation regions in that province, is 
a choice blend of magnificent scenery, good 
roads and first class accommodation. Miles of 
pine forests, sparkling lakes, picturesque is- 
lands, winding inlets and rocky headlands of- 
fer scope for all kinds of autumn vacation fun. 
Resorts are of a variety to suit any taste; tour- 
ists can holiday as expensively or as inexpen- 
sively as they wish. 

Muskoka is a natural spot for all types of 
sports, and in autumn the setting is truly a de- 
light. Its beautiful lakes are ideal for boating 
and canoeing, and there are steamer and launch 
cruises on the main chain of lakes. A fall tour 
of this holiday region might begin at Toronto 
and include the Martyr’s Shrine at Midland, 
Ontario, and other points such as Orillia, Lake 
of Bays, Haliburton. 

The larger resorts maintain fleets of boats 
and canoes, and almost any sort of craft can 
be hired at reasonable rates. Canoe trips of any 
length are easily arranged, and the fishing— 
especially in the fall—is good enough to pro- 
vide sport for all types of anglers. 
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Muskoka’s hills, valleys and woods lend 
themselves to hiking and riding. Saddle horses 
are available at the larger resorts and there 
are riding stables near most of the hotels. Al- 
most every centre has tennis or badminton 
courts and most have golf courses within easy 
distance. 


Laurentians 


Autumn throughout the Laurentian Moun- 
tains and in the Gatineau Hills of Quebec is a 
kaleidoscope of color. An hour’s drive from 
Montreal over four-lane Highway 11, the 
Laurentian Mountains begin to roll northeast- 
ward, reaching their highest point on the 3,100- 
foot summit of Mont Tremblant. 

In this region are thousands of lakes for 
boating, sailing and water sports of every kind. 
There are sandy beaches, and fields of berries 
for the very young, and woodland trails for 
hikes, quiet side roads for saddle trails, fine 
tennis courts and some challenging golf courses. 

For generations, autumn in the Laurentians 
has brought thousands of Montrealers, as well 
as visitors from the provinces and the United 

Continued on page 158a 


Lake trout are in top fighting condition during 
the autumn in Canada. This one was netted at 
Lac La Ronge. (Canadian Travel Bureau Photo) 
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SYNALGOs fulfills all of the desirable functions of an 
analgesic for mild to moderate pain. It provides quick, 
effective analgesia, eases tension, and counteracts de- 
pression. 


SYNALGOs is especially indicated for sinus headache, 
tension headache, pain and headache of dysmenorrhea. 


For severe pain, SYNALGOS-DC—SyYNALGos with dihy- 
drocodeine—is recommended. 


CAPSULES 


Promethazine Hydrochloride, Phenacetin, 
Acetylsalicylic Acid, and Mephentermine Sulfate 
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RESSCAPS 


STRESS FORMULA VITAMINS LEDERLE 


for a more favorable therapeutic course 


Host defense mechanism—fundamental to suc- 
cessful antibiotic control in severe infection— 
and recovery of normal organic function place 
a stress-demand on metabolic processes. Ther- 
apeutic supplements of B and C vitamins, as 
the basis of enzyme activity, protein- 
carbohydrate utilization, endocrine response 
and antibody formation,! are often required.1,2 


STRESSCAPS provide high levels of waier- 
soluble vitamins to insure a better prognosis. 


Each capsule contains: 
Thiamine Mononitrate (B,) 
Riboflavin (B,) 
Niacinamide 

Ascorbic Acid (C) 
Pyridoxine HCI (B,) 
Vitamin 


Vitamin K (Menadione) 


Average dose: 1-2 capsules daily. 


1. Daskal, H.M.: Antibiotic Med. & Clin. Ther. 2:33 
(June) 1956. 

2. Pollack, H. and Halpern, S.L.: Therapeutic Nutri- 
tion, National Research Council, Washington, D.C., 
1952. 


Qetaria) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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* eel 10 mg. 
100 mg. 
ll 
2 mg. 
4mcgm. 
Folic Acid 1.5 mg. 
Caicium Pantothenate 20 mg. 


FOR THAT EXTRA MEASURE OF RELIEF 
IN SEVERELY PAINFUL RHEUMATIC AND TRAUMATIC DISORDERS 


The addition of the unrivaled anal- 
gesic potency of codeine phosphate 
to PARAFON provides the muscle 
relaxant-analgesic effect necessary 
in severely painful musculoskeletal 
disorders. In these conditions, 
PaRAFON with Codeine® assures 
long-lasting relief of pain, stiffness 
and disability on low, practical dos- 
age. Side effects are rare and seldom 
severe enough to warrant discon- 
tinuation of therapy. 

dosage: One to two tablets 3 or 4 
times a day. 

supplied: White, compressed tab- 
lets, imprinted McNett, bottles of 
24. Each tablet contains: PARAFLEX® 
Chlorzoxazone* 125 mg., TYLENOL® 
Acetaminophen 300 mg., and co- 
deine phosphate 15 mg. 


*U. S. Patent Pending 
©Narcotic for which oral BE is permitted 207459 


| McNEIL 


McNeil Laboratories, Inc + Philadelphia 32, Pa. 
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Symptom-free adjustment to 
the postmenopausal state 


New estrogen approach to the postmenopause 


Menopausal distress rarely ends with cessation of menses. 
Indeed, symptoms are often intensified following the sharp 
drop in available endogenous estrogen during the early 
postmenopause. 


At that time — when periods stop but symptoms continue — 
TACE is most valuable. 


Note this essential difference between TACE and other estro- 
gens: TACE stores in body fat, releases slowly, evenly, in the 
same manner as a natural hormonal secretion. A normal 
course of TACE therapy is 30 or 60 days. But even after the 
therapy, estrogenic activity continues, gradually tapers off, 
finally is exhausted in about 2 months. 


This unique “self-regulating” property results in several ad- 
vantages. Since sudden endometrial change doesn’t occur, 
withdrawal bleeding rarely occurs. Complicated dosage 
adjustment is unnecessary. Finally, there are no “peak-and- 
valley” estrogenic effects. The result is a smooth, symptom- 
free adjustment to the postmenopausal state. 


You can observe this unique 
effect in your patients. Simply 


prescribe two TACE 12 mg. 
capsules daily for 30 days. THE WM. S. MERRELL COMPANY 


A severe case may require an New York + Cincinnati + St. Thomas, Ontario 
additional 30-day course. TRADEMARK: TACE® 
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States to view the beautiful scene where oak, 
beech and maple groves seem to set the hills 
aflame. 

From Montreal you may make a one day 
drive to the Laurentians for a special treat, 
lunch at one of the picturesque French-Ca- 
nadian villages along the way, such as Val- 
Morin, Val-David, Ste. Agathe, then drive 
north again for dinner at one of the resort 
hotels that stretch north to the high slopes of 
Mont Tremblant. 

Thousand of summer vacation visitors now 
make it a habit to return to the Laurentian re- 
sort hotels for an autumn visit. They spend a 
weekend or a week in the beauty of the hills, 
motor along the secondary roads, and hike 
through the woods. The riding stables in the 
resort centres are busy in the fall as hundreds 
take to the hills to view the autumn scene 
from horseback. 

Many will find this Laurentian route so 


pleasant that they continue along Route 11 to 
its northern point at Mont Laurier. Surrounded 
by vast fishing and hunting territories, Mont 
Laurier is the outfitting centre and jumping-off 
spot for thousands of sportsmen seeking moose, 
deer, bear and various species of trout, pike 
and bass. 


Gatineau Region 

A few miles further on, the highway turns 
southward and follows the beautiful Valley of 
the Gatineau River, winding along fast flowing 
rivers, past sparkling lakes, through wooded 
hills and pastoral .valleys, down to Ottawa, 
Canada’s capital. The Gatineau region offers 
accommodation ranging from resorts and ho- 
tels with modern conveniences to roadside 
cabins. Sportsmen will find local outfitters 
eager to assist them in planning their fishing or 
hunting trips. 

The trip through the Laurentians and Gati- 
neau reaches its climax at Ottawa, famous for 
its floral displays along the scenic federal drive- 

Continued on page 164a 


IN ANEMIA OF PREGNANCY 


Roncovite “...was selected 


because it has, in clinical trials 
previously reported, proved to 
be the most effective hematinic 
for the pregnant woman.” 


—Holly, R. G., and Grund, W. J.: 


Am. J. Obstet. & Gynec. 77:731 (April) 1959. 


Each tablet contains: Cobalt chloride (Cobalt as Co...3.7 mg.)...15 mg. Ferrous sulfate exsiccated...100 mg. 


Dosage: The maximum adult dose of Roncovite-MF and Roncovite-OB is one 


tablet after each meal and at bedtime. 


LLOYD BROTHERS, INC. 


CINCINNATI 3, OHIO 
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Before application of White's Vitamin A & D After application of White's Vitamin A & D 
Ointment—Typical diaper rash with excoriation Ointment at every diaper change—Diaper rash 
of skin. has completely disappeared within one week. 


Heal and Prevent Diaper Rash with 
White’s Vitamin A« D Ointment 


Apply at Every Diaper Change 
HEALS SOOTHES PROTECTS 


also beneficial for— Pressure Sores, Varicose and Chronic Ulcers; Nipple 
Care (fissured nipple); Episiotomy and Circumcision Wounds; Eczema, 


Detergent Dermatitis; Minor Burns and Wounds and Skin Abrasions. 


Supplied in 1% and 4 oz. tubes; 1 Ib. “nursery” jars and 5 |b. “ward” containers. 


WHITE LABORATORIES, INC. az KENILWORTH, NEW JERSEY 
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meprobamate with PATHILON® tridihexethyl chioride Lederie 


for relieving tension and curbing hypermotility 
and excessive secretion in G./. disorders 


PATHIBAMATE combines two highly effective and well-tolerated 
therapeutic agents: 

meprobamate (400 mg. or 200 mg.) — a tranquilizer and muscle - relaxant 
widely accepted for the effective management of tension and anxiety 
PATHILON (25 mg.)—ananticholinergic long noted for producing prompt symp- 
tomatic relief through peripheral, atropine-like action, yet with few side effects 


now avai/lab/e... 


PATHIBAMATE-200 Tablets 


200 mg. meprobamate - 25 mg.PATHILON 


for more flexible control of G. /. trauma and tension 
smooth, sugar-coated, easy-to-swa/iow 


PATHIBAMATE-400 and PATHIBAMATE-200 are indicated for duodenal ulcer; 
gastric ulcer; intestinal colic; spastic and irritable colon; ileitis; esophageal 
spasm; anxiety neurpsis with gastrointestinal symptoms and gastric hyper- 
motility. 


Supplied: PATHIBAMATE-400-— Each tablet (yellow, 1/9-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethy! chioride, 25 mg. 
PATHIBAMATE - 200 — Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethy! chioride, 25 mg 
Administration and Dosage: PATHIBAMATE-400 —1 tabiet three times a day at mealtime and 
2 tablets at bedtime. 
PATHIBAMATE-200—1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 
Adjust dosage to patient response. 
Contraindications: giaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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Prednisolone 21-phosphate with Propadrine®, Phenylephrine® and Neomycin 


Only NEGIEYREETRASOL provides its steroid component in true solution—a definite therapeutic benefit, 
since i@jpure Solution more Of the steroid is inmmediately available to inflamed nasal mucosa. 


Supplied in MERCK SHARP & DOHME 
NEO-HYDELTRAG@® Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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the anatomy of SENSIBILITY <= 


An alert and exquisite “fifth sense” in clinical diagnosis is tactile sensibility, as, : 
for example, in discerning the presence and quality of a nodule in the thyroid. m 
Patients esteem their own tactile sensibilities, as well, and notably in the choice of a prophylactic, = QD 
RAMSES,® for example, in which utmost sensitivity is preserved —“built-in.” The superior pro- 


phylactic, RAMSES is a tissue-thin rubber sheath of amazing strength, of solid clinical reliability, pos . 
and yet smooth as silk, transparent as gossamer, almost out of human awareness. eusece peo nracncs 


RAMSES enables the physician to rely on rigorous cooperation for putting an end to the cycle 
of re- and re-infection with Trichomonas,' due most often to unprotected sexual intercourse.’ 


Without imposition, or deprivation, for the sake of cure, routinely using RAMSES will assure ®» 
positive clinical control with a minimum of awareness, for in RAMSES the sensitivity is “built-in.” RAM SES 
PROPHYLACTICS 


1. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958. 
Se 2. Giorlando, S. W., and Brandt, M. L.: Am. J. Obst. & Gynec. 76:666 (Sept.) 1958. 


Pacini’s corpuscie wssner’s corpuscie Ruffini’s spindle 


SULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 
(pressure sensibility) (tactile imtormation) (warmth 


RAMSES is a registered trade-mark of Julius Schmid, Inc 
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ways during the tulip festival in the spring. 
Ottawa has a particular charm in the fall, when 
residential sections, parkways and federal 
buildings blaze with autumn colors. 

Golf courses, all across Canada are busy, 
even when the greens and fairways are covered 
with fallen leaves, for the bracing autumn air, 
and the delightful spectacle of the woods in 
full color lure many golfers north. 


Hunting 

As in other countries, the advance of civili- 
zation has had the effect of driving back the 
game and restricting its range, but Canada is 
fortunate in possessing still a vast hinterland 
of wild territory, in all its infinite variety of 
forest, lake, stream and mountain. There are 
many well-stocked game districts throughout 
the length and breadth of Canada which are 
tapped by railways or reached by car. 

Moose, deer, bear and small game are found 
in the wooded and unsettled areas of every 
Canadian province, while in the west there 
are such varieties as caribou and lynx. 

If you’re hunting with a camera in the na- 
tional parks of Canada—federal game sanctu- 
aries with hunters’ guns forbidden—you'll see 
such species as buffalo, wapiti or elk, moose, 
Rocky Mountain sheep and goats, and of 
course the ever-present families of bear. 

When animals learn that humans will not 
harm them—and they have been so educated 
in the parks for some decades now—they be- 
come astonishingly tame. So it is that in the 
national parks of Canada visitors may pho- 
tograph fawns at close range while the mother 
deer looks on. The rest of the wild community 


shows a friendly interest in human callers, too. 
Deer, elk and moose will come quite close 
without fear, and on the mountain highways 
bighorn sheep allow visitors within easy cam- 
era range. 

In Eastern Canada, an ideal stalking ground 
for the camera-equipped traveler, is Cape 
Breton Highlands National Park on Cape 
Breton Island, Nova Scotia. It has white-tailed 
deer, bear and moose, and great bald eagles 
soar above its highest hills. 

Quebec game includes moose, deer, bear 
and wolf and the best deer grounds are the 
Laurentians, the Chaudiere district, Lake 
Megantic, Labelle county, the Gatineau district 
and the low Pontiac and Kipawa districts. 

New Brunswick has more than 14,000,000 
acres of woodland providing fine cover for 
white-tailed deer and black bear. 

In Ontario, white-tailed deer are super- 
abundant in the area from the northwestern 
shore of Lake Superior to the Manitoba 
boundary, and are plentiful in a belt across 
the province from the Sault Ste. Marie region 
to Ottawa. Bear are numerous throughout 
Northern Ontario. The southern part of the 
province is, of course, densely settled, and game 
is not so easily found. 

But you don’t have to be a dyed-in-the- 
wool hunter to enjoy the vacation charm of 
this invigorating Canadian season. Cool sunny 
days, light highway traffic, and no insects make 
Indian Summer an especially good time for 
touring in the north. 

Detailed information on where to go and 
where to stay in Canada during the autumn 
season is available for the asking, from the 
Canadian Government Travel Bureau, Ottawa, 
Canada. 

—Travel continued on page 166a 


TO OUR READERS: You are avid travelers—as statistics show—taking 


trips for pleasure and relaxation as well as to attend professional meetings 
in this country and abroad. In addition, you often prescribe travel for your 
patients. Thus, the purpose of this department is to give you concise, 
practical information about one of your strong interests—travel. As a 
special service, this section will carry each month a calendar of important 


forthcoming national and international medical meetings. 
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POSTABORTAL SEPSIS 
“PROMPT DEFERVESCENCE” AND RECOVERY WITH KANTREX 


DAYS 1 2 3 4 6 7 
104 4 
a 27-year-old female 
: with postabortal sepsis due to 
“4 102 coli and Staph. albus had 
1014 “prompt defervescence” and 
100 4 yecovery with Kanrrex after 
94 2ether antibiotics had proved 
1 and curettage ineffective. No toxic effects 
~ wecx 1000} 13.4 20 64 were observed. 
coll —Ruteaburg, A. M., Kooi, 
Culture | Staph. albus and Schweinburg, 
Penicillin Annals N_Y. . 76: 
wn 2 Re ; “DRAMATIC” RESULT WITH KANTREX AFTER OTHER ANTIBIOTICS FAIL 
in skin, soft tissue and 
< W., 12-year-old bey with 


appendiceal abscess due to 
Staph: aiireus, showed 

“clear-cut” and “dramatic” re- 

¥ sponse to -KANTREX after 3 

other antibiotics had failed. 

No toxic reactions wete 


; 4 —¥Yow, B. M. and Monzon 
"16:38 


KANTREX SUCCESSFUL; 3 OTHER ANTIBIOTICS INEFFECTIVE : 


respiratory tract infections 
(dee to staph “gram-negatives”) 


T. A, a 4-week-old fernale in- 
fant with pneumonia, pyo- 
derma and septicemia due to 
Staph. aureus showed a 
\Frompt beneficial effect and 
uneventful recovery with 
Kawteex after S other anti- 


WBC X 1000 16.1 “49 15.4 22.3 15.0 94 9.0 
biotics had proved unsuccess- 
fal “No serious untoward 
ii reactions were observed.” 
—Riley, H. D., Je: Antibiotics 
Anoual 1958-1959, p. 623. 
KANTREX 


in owe (stable at icm 

Precaution. In patients with renal ficieney, douge Peruture indefinite! 

shuaid be reduced te the rick of hee injection, (os tn ml. 


KANTREX 


KANTREX discs and 
BRISTOL LABORATORIES INC., Syracuse, New York ot comprehensive 


For prompt therapeutic results, KANTREX is the “right choice” 
antibiotic to use in infections due to staph or “gram-negatives” 
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TABLETS 


“teaspoon dose” 


LIQUID 


UNIQUE ANTACID WITH MILK-LIKE ACTION 


PP 


TITRALAC is being widely prescribed in peptic 
ulcer, gastric hyperacidity, and in heartburn of 
pregnancy because of these outstanding features: 
e creamy, mint flavor ...no chalky taste 
e acts in seconds... lasts for hours 
e non-constipating...no acid rebound 
TITRALAC is effective In WEUTRALIZING POWER 
smail doses. One teaspoon- only 1 teaspoontul 
ful TITRALAC Liquid approxi- 


mates 2 tablets which a 
or 
contain 0.36 Gm. gtycine and 


0.84 Gm. calcium carbonate. (3) (s) 


ALSO WITH A SPASMOLYTIC... 


(Titrelec formula 4+ 0.5 mg. 


homat: opine methyibromide) 


([Schenlebs) 
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| his is the time of the year when 


countless Americans trek to the forests and 


mountains for a try at small and big game. 
Many physicians are among them, as hunting is 
a favorite outdoor recreation among the medi- 
cal fraternity. 

It is with this in mind that your journal 
publishes this “refresher” of rules for hunting 
safety. If you are an experienced hunter, you 
probably are well aware of the precautions 
that should be taken. Still, there’s a long lay- 
off between hunting seasons, time in which 
good habits may deteriorate to some degree. 

According to expert hunters, there are a 
number of specific safety rules to observe. First 
and foremost of these is to treat every weapon 
with the respect due a loaded gun. Too many 
news stories about someone who “didn’t know 
it was loaded” point this up. 

Then there are “musts” about the carrying 
of your weapon: keeping it unloaded when 
not in use, taking it down or having its action 
open, carrying it in a case to the shooting area. 
But how many times do you see these rules 
violated? All teo often. 

The gun barrel is often a cause of accidents. 
Make sure yours is clear of obstructions (also 
the action), and that you have ammunition only 
of the proper size for the gun you’re carrying. 
Remove oil and grease from the chamber be- 
fore firing, too. 

One safety tip that’s often neglected is to 
carry your gun so you can control the direction 
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as 


During the lay-off between seasons 
the hunter's habits of safety may 


get rusty. Here’s a brief refresher. 


/ Guide for Safe Hunting 


of its muzzle. This really covers the “unex- 
pected,” such as stumbling over that branch 
you didn’t see buried in the leaves. While 
you're at it, keep the safety on until you're 
ready to shoot. 

As you walk along in the woods, there are 
accident possibilities everywhere. Never climb 
a tree or fence, or jump a ditch with a loaded 
gun; it could discharge quite by accident. 

And when you are ready, make absolutely 
sure of your target before you squeeze the 
trigger. Always know the identifying features 
of the game you intend to hunt. 

Never point a gun at anything you don’t 
intend to shoot! That’s a rule many men 
learned in service; it applies to hunting as well. 
That hunters should avoid horseplay should go 
without saying, but it’s a necessary reminder 
to some “practical joker” types. 

Then too, there’s the problem of children. 
Unattended guns should always be unloaded; 
and guns and ammunition stored away from 
the reach of curious youngsters. 


A Further Precaution 


Even when everything is apparently “all 
right,” some hunters make costly errors. For 
example, they'll shoot at a flat, hard surface 
or at the surface of water where bullets can 
ricochet. Before you begin target practice, 
make sure your backstop is adequate, too. 

Another source of danger to the hunter is 
the chance of getting lost. 

No matter how good your sense of direction, 
you’re always ripe for concentrating too hard 
on some prey. You may turn down an un- 
familiar path that twists and turns, you may 
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Of 45 arthritic patients 00000 | 


“who were refractory 
_to other corticosteroids" 


——~ 22 were successfully 
treated with Decadron 
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just plain forget the hour and get caught in 
darkness. 

First, it’s wise to let your family and friends 
know just where you're going, approximate 
length of your stay, when you plan to return 
and any possible changes in your itinerary. 

This information should also be passed to 
someone—maybe a game warden, or a coun- 
try storekeeper—just before you start on a 
trail into some really thick forest. Then if you 
do run into some sort of trouble and a search 
becomes necessary, a logical start can be made. 

Always take time to orient yourself before 
you go into the woods alone. If you're the least 
bit unsure of your directions, take the time to 
mark a trail. Particularly observe landmarks as 
you move along. 

Besides the ever-useful compass, it’s wise to 
carry a map; most places in the U. S. have been 
thoroughly charted. And don’t make the com- 
mon error of assuming that the top of your 


map is true north. While this is often so, look 
for the arrow that indicates north. 

One other check is important before heading 
into unfamiliar terrain. Chances are your com- 
pass has taken a bit of a “beating” on your trip, 
jars and jolts in your auto . . . also in your 
pocket while you tracked over some rough 


ground. 
Check Compass 


The jolts could have knocked your compass 
out of order; check it by seeing if the needle 
always settles down to the same direction as 
you try it from different angles. 

Besides your compass and map, you should 
carry wax-dipped matches, tiny candles or some 
other fire kindler, single-edged razor blades in 
their wrappers, a small medical kit, a whistle 
and water purifying tablets. 

Safe hunting requires thought and prepara- 
tion. It’s a healthful and rewarding activity— 
or at least it should be. 

Carelessness can make it otherwise. 

—Travel Continued on page 170a 
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in check 
around the clock 


PRELUDIN 


brand of phenmetrazine 


ENDURETS” 
prolonged-action 


New long-acting PRELUDIN ENDURETS 
offer you a new method...a more 
convenient method...of administering 
this well-established, reliable 
appetite-suppressant. The new ENDURETS 
form virtually eliminates the vexing 
problem of the forgotten dose because... 
just one PRELUDIN ENDURET taken 
in the morning generally curbs the appetite 
throughout the day. 
PRELUDIN ENDURETS afford greater 
convenience for your patient... 
added assurance to you that medication 
is being taken as prescribed. 
PRELUDIN® (brand of phenmetrazine hydrochloride) 
ENDURETS.' Each ENDURETS protonged-action tablet 
contains 75 mg. of active principle 
PRELUDIN is also availabie as scored, square pink 


tablets of 25 mg. for 2 to 3 times daily administration. 
Under license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS 1S A GEIGY TRADEMARE 


ARDSLEY, NEW YORK 
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MEDICAL TIMES TRAVEL NOTES 


A roundup of travel and 
vacation news of current interest 


® After a test period, the new system 
adopted by the U.S. Customs and Immigration 
Department of pre-clearance for passengers and 
their luggage before leaving Nassau, Bahamas, 
has been declared an unqualified success. The 
system has been hailed by U.S. government 
officials, the tourist trade and—particularly— 
by travelers. Completely eliminated has been 
the waiting at Miami and New York terminals 
as passengers were shunted from U.S. Public 
Health, to Immigration and finally to Cus- 
toms. Now passengers walk off the plane, pick 


An energizing agent 


up their baggage and go home, just as though 
it were a domestic flight. Here’s how it works: 
In Nassau at the end of a vacation, passengers 
fill out the new simplified version of U.S. 
declaration forms — in the comfort of their 
hotel rooms. Unless purchases are above the 
$200 or $500 allowances, depending on the 
time away from the country, this takes but a 
minute. On arriving at the airport passengers 
check in at the airline’s counter. After weigh- 
ing, their luggage goes directly to the U.S. 
Customs table. Submitting the declaration, 
passengers answer a few questions. Their lug- 
gage, including hand parcels, is sealed and 
sent to the plane. As passengers board, a U.S. 
inspector watches to see that nothing new has 
been added. This is the complete procedure. 


@ Autumn travelers in Austria should not 
neglect a visit to the Wachau region of the 
Danube, near Vienna, where wine fairs are 
held during the October-November harvest 
season. New wine, sausages, zither music and 
good fellowship abound at these festivals. 


fective as a euphoriant 


in Low-Back Pall 
Effective relief from spasm 

tal muscle disorders due 
intervertebral disc, whiplash i injuries, chronic Osteo- 
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ON 


CONTACT 
LASTS 


FOR 


HOURS 


BETADINE 
AEROSOL 


(active 
ingredient 
Povidone 


SPRAY 
In prepping procedures, quick, easy-to-use 
BETADINE AEROSOL SPRAY assures un- 
excelled topical pathogenicidal activity with 
maximum surgical acceptance and patient 
comfort. It eliminates microbial colony trans- 
fers, minimizes insult to denuded areas, 
maintains sterile field throughout operation, 
covers body crevices, and saves time. 


established in 1905 
TAILBY-NASON CO., INC., DOVER, DELAWARE 


BETADINE AEROSOL SPRAY kills bac- 
teria, fungi, yeasts, protozoa, and viruses on 
contact ; it is effective against resistant organ- 
isms including Staph. aureus, and will not 
lead to the development of resistant strains on 
prolonged use. 


BETADINE AEROSOL SPRAY, a povidone 
iodine complex spray, provides all the germi- 
cidal properties of elemental iodine, yet is 
nonirritating, nonsensitizing, and nontoxic to 
skin or mucosa.** 


BETADINE AEROSOL SPRAY supplied: in 3-ounce bottie. 


same pathogenicidal properties aiso availabie in BETADINE 
ANTISEPTIC SOLUTION in &-oz., 16-oz., and galion botties 
for office and hospital use. 


1, SHELANSKI, H.A., AND SHELANSKI, M.V.: POLYVINYLPYRROLIDONE- 
IODINE STUDIES THROUGH 1951, PERSONAL COMMUNICATIONS, GAF, INC. 
2. SHELANSKI, H.A., AND SHELANSKI, M.V.: J. INTERNAT. COLL. SUR- 
GEONS 25:727, 1956. 3. GERSHENFELD, L.: AM. J. SURG. 04:938, 1957. 
4. BOGASH, R.C.: BULL. AM. SOC, HOSPITAL PHARMACISTS Vou. 18 (MAY- 
JUNE) 1956. 5. GARNES, A.L.; DAVIDSON, E.; TAYLOR, L.B.; FELIX, 
A.J.; SHIDLOVSKY, B.A., AND PRIGOT, A.: AM. J. SURG. 97:49, 1959. 
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Calendar of Meetings 


Cleveland, Ohio. Academy of Psychosomatic 
Medicine, Oct. 15-17. Contact: Dr. Bertram 
B. Moss, Suite 1035, 55 E. Washington St., 
Chicago 2, Ill. 


Zurich, Switzerland. International Convention 
on Nutrition and Vital Substances, Oct. 7-11. 
Contact: Secretary - General, Bemmeroderstr. 
61, Hannover-Kirchrode, Germany. 


Atlantic City, N. J. American College of Pre- 
ventive Medicine, Oct. 21-22. Contact: Dr. 
John J. Wright, P. O. Box 1267, Chapel Hill, 
N. C. 


Strasbourg, France. International Congress of 
Therapeutics, Oct. 19-31. Contact: Prof. Fon- 
taine, Doyen de la Faculte de Strasbourg. 


Montreal, Canada. Canadian Society for the 
Study of Fertility, Oct. 23-24. Contact: Dr. 
Jean F. Campbell, 238 Queen’s Ave., London, 
Ontario, Canada. 


London, England. International Union Against 
the Venereal Diseases and the Treponematoses, 
Oct. 13-17. Contact: Institut Alfred Fournier, 


25 Boulevard Saint-Jacques, Paris 14, France. 


New Orleans, La. Central Neuropsychiatric 
Association, Oct. 16-17. Contact: Dr. Ralph 
M. Patterson, Columbus Psychiatric Institute, 
473 W. 12th Ave., Columbus, Ohio. 
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NOVEMBER 
Nassau, Bahamas. Bahamas Medical Confer- 
ence, Nov. 27-Dec. 17. Contact: Dr. B. L. 
Frank, P. O. Box 4037, Fort Lauderdale, Fla. 


New Orleans, La. American Fracture Associa- 
tion, Nov. 1-5. Contact: Dr. H. W. Wellmer- 
ling, 610 Greisheim Bldg., Bloomington, III. 


DECEMBER 
Nassau, Bahamas. Bahamas Surgical Confer- 
ence, Dec. 28-Jan. 16. Contact: Dr. B. L. 
Frank, P. O. Box 4037, Fort Lauderdale, Fla. 


New York, N. Y. New York Heart Associa- 
tion, Symposium on Salt and Water Metabol- 
ism, Dec. 11-12. Contact: Dr. Alfred P. Fish- 
man, N. Y. Heart Association, 10 Columbus 
Circle, New York, N. Y. 


JANUARY, 1960 
Hollywood-by-the-Sea, Fla. American Acad- 
emy of Allergy, Jan. 11-13. Contact: Mr. 
James O. Kelley, 756 N. Milwaukee St., Mil- 
waukee 2, Wis. 


Nassau, Bahamas. Bahamas Medical Serendi- 
pity Conference, Jan. 17-30. Contact: Dr. B. 
Frank, P. O. Box 4037, Fort Lauderdale, Fla. 


FEBRUARY 
Miami Beach, Fla. American Coilege of Aller- 
gists, Feb. 28-Mar. 4. Contact: Dr. John D. 
Gillaspie, 2049 Broadway, Boulder, Colo. 
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MODERN THERAPEUTICS 


New therapies and significant clinical investigations 
abstracted from other journals. 


Mentally Disturbed Patients Treated with 
Chlorpromazine Hydrochloride 

In using chlorpromazine (Thorazine) hydro- 
chloride for mentally disturbed patients, it was 
realized that administration would be required 
over long periods. Consequently it was im- 
portant to discover the possible hazards of long- 
term use. Fifty patients who had been taking 
the drug from two to four years were in the 
group studied. All had been ill before taking 
chlorpromazine from one to 20 years, and had 
not responded to previous treatment. To ob- 
tain and maintain improvement in the control 
of symptoms in these patients, the dosages ex- 
ceeded amounts usually prescribed; therefore, 
it may be assumed that any deleterious effects 
would have been detectable. A comparison 
of their pretreatment and survey urinalysis and 
hematological and liver function studies did not 
reveal any significant changes. Urine bilirubin 
determination was negative in all cases. Every 
patient gained weight during the first year of 
chlorpromazine therapy, the amount ranging 
from 20 to 54 pounds. Amenorrhea occurred 
in two-fifths of the women: lowering the dosage 
restored normal menses. The article continues 
that it may be concluded chlorpromazine can 
be administered for prolonged periods, even in 
large doses, without the risk of harmful effects 
on the blood, liver or kidneys. While prolonged 
therapy with chlorpromazine does not cure the 
illness, all have shown symptomatic improve- 
when needed. The author states that with the 
ment. It enables patients to remain outside of 


the hospital, to work, and to be reasonably 
comfortable in spite of the persistence of the 
basic illness. These patients have continued on 
maintenance therapy with chlorpromazine be- 
cause each time an effort was made to with- 
draw the drug there was a resurgence of for- 
mer symptoms. Even the maintenance dose 
has had to be flexible. For some patients it 
has been necessary occasionally to increase the 
maintenance dosage temporarily when they en- 
countered more environmental stress than 


usual. 


FRANK J. AYD, JR., M.D. 
Journ. Am. Med. Assoc., March 1959 


Use of Nalorphine to Prevent 
Narcotic Deaths 
Overdosage of narcotics in nonaddicts has 
been reported in a number of conditions which 
include practically every normal indication for 
their use. Overdosage of narcotics in addicts 
stems from a variety of causes, chief among 
them being the “cutting” done by the peddlers 
who “push” the narcotics. Also, the suspected 
“squealer” may be given a fatal dose by the 
peddier. Physicians have had very poor weap- 
ons with which to combat narcotic poisoning. 
Stimulants were the main method of treatment 
and, more recently, the artificial kidney has 
proved useful, but it is frequently unavailable 
introduction of nalorphine, which acts as a di- 
Continued on page 176a 
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‘ Her fashion may be impeccable, but her brittle, 


ridged fingernails may suggest incipient iron 
deficiency anemia... and a therapeutic course of 
one of the Lederle hematinics. The advantages of 
these formulations in any type or phase of 
treatable anemias—marginal, mild, or severe— 
include (1) less g.i. distress and greater efficiency 
of the new form of iron, ferrous fumarate; 

(2) the unique action of AUTRINIC Intrinsic 
Factor Concentrate, permitting 

consistently higher B,, uptake. 


Three formulas permit dosage flexibility 


Each capsule contains: PRONEMIA FALVIN PERIHEMIN 
1 DAILY 2 DAILY 3 DAILY 
Vitamin By: with AUTRINIC® 2USP. LUS?P. 2/3 USP. 
. Intrinsic Factor Concentrate Oral Units Oral Unit Oral Unit 
Ferrous Fumarate 350 mg. 271 mg. 168 meg. 
Iron (as Fumarate) 115 mg. 90 mg. 55 mg 
Ascorbic Acid (C) 150 mg. 75 mg. SO mg 
Felic Acid 2 mg. 1 mg 0.67 mg 


Anemic? 


All three contain Autrinic 


Hematinic Lederie 


FALVIN™ PERIHEMIN 


Hematinic Lederie Hematinic Lederie 


LEDERLE LABORATORIES, 
a Division of 
AMERICAN CYANAMID COMPANY, Pear! River, New York 
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MODERN THERAPEUTICS—Continued 


rect antagonist to narcotics, a really potent 
weapon has been made available. The drug 
possesses the capacity of reversing the respira- 
tory depression induced by all natural and syn- 
thetic narcotics. The effect is obtainable in 
seconds, and even reverses Cheyne-Stokes res- 
piration. In instances of life-threatening over- 
dosage of narcotics, 5 to 10 mg. of nalorphine 
should be given intravenously, and repeated in 
two ten-minute intervals. Up to 45 mg. may 
be administered. If respiratory depression is 
aggravated, administration should not be re- 
peated for the effect of nalorphine in non- 
narcotized persons lasts for about three hours. 
When morphine causes smooth muscle spasm, 
the effect can be immediately reversed by nalor- 
phine. Respiratory depression in the newborn 
is reversed successfully if the mother has re- 
ceived morphine during labor. Morphine or 
other narcotics should not be administered by a 
physician unless he has on hand the effective 
antidote to narcotic-induced respiratory depres- 


sion, nalorphine (Nalline). 


HERBERT BERGER, M.D. 
N. Y. State J. of Med., March 1959 


co 
“Er... Can we discontinue the N.P.O. now, Sir?" 
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Mechanics of Respiration in 
Bronchial Asthma 

“Observations upon ten patients with chronic 
bronchial asthma during periods of acute and 
chronic respiratory distress demonstrate the 
mean airway resistance to be markedly ele- 
vated in all cases. In some instances this re- 
sistance is found to be twenty-five times higher 
than normal. 

Analysis of the individual inspiratory and 
expiratory airway resistances indicates that the 
inspiratory airway resistance may be almost 
as high as the expiratory resistance. Moreover 
the majority of patients studied here exhibited 
greater improvement in the inspiratory resist- 
ance than in the expiratory resistance follow- 
ing therapy. The prevailing impression that 
most if not all the obstruction to airflow in 
bronchial asthma is always in the expiratory 
phase is not supported by the results obtained 
here. 

The ‘check valve’ mechanism of expiration 
as described in patients with emphysema is 
probably operative in many patients with bron- 
chial asthma during their acute attacks. Based 
on the relatively equal values of expiratory and 
inspiratory flow resistance found in half the 
ten patients studied it is possible this mech- 
anism may not always be operative in all cases. 

The elastic resistance of the lungs expressed 
as compliance appears to decrease as non- 
elastic (airway) resistance increases. This re- 
ciprocal relationship within the limits of the 
method used here is discussed briefly. 

The work of breathing in patients during 
attacks of bronchial asthma is markedly ele- 
vated and is due almost entirely to the work 
done overcoming airway resistance. Any thera- 


Oma peutic procedure directed toward lowering the 


elevated airway resistance is therefore rational 

and justified on the physiologic basis of its 

effectiveness in diminishing the work of breath- 
ing.” 

ROE E. WELLS, JR. 

The Am. J. of Med., March 1959 


Continued on page 178a 
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why BIOMYDRIN 


the seven 
requirements 
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Biomydrin penetrates 
the mucous barrier. 
Biomydrin spreads 
almost instantly. 
Biomydrin clears 

the air passages. 


Biomydrin decongests 
without causing rebound 


hth 


congestion. 

Biomydrin controls Biomydrir 
the allergic component. 
Biomydrin combats 
infections. 
Biomydrin is safe— 
so safe that no pediatric 

dosage form is needed. =: 


bromide 0. Neomycin sulfate 0.1%; 


Thonzylamine H nel 1.0%; Phenylephrine HCI 0.2 


BIOMYDRIN 


nasal spray drops 


(VOL. 87, NO. 10) OCTOBER 1959 


: 
| 
; } 
\ 
i 
| 
4 
4 
; 
| 
177a 4 


MODERN THERAPEUTICS—Continued 


Primary Peptic Ulcer in Children 
“Available literature on the subject of peptic 
ulcers in children has been reviewed. The case 
records of ten boys and four girls between the 
ages of 10 and 16 years admitted during 1948- 
1957 to St. Boniface Hospital were selected 
and reviewed. Twelve patients had duodenal 
ulcer. The incidence corresponds well with the 
reported increased frequency in males and pre- 
dominance of duodenal over gastric ulcer. 
The symptoms seemed to follow the adult 
pattern, and bleeding from the gastrointestinal 
tract seemed to be common. However, five pa- 
tients had no bleeding but had radiological evi- 
dence of peptic ulcer. The importance of ro- 
entenological examination in children with ab- 
dominal complaints of obscure nature has been 
clearly defined. Radiological criteria for diag- 


nosis of peptic ulcer in children have been dis- 
cussed. 

Children usually respond satisfactorily to a 
conventional medical regimen. 

It is suggested that in children with a his- 
tory of long-standing abdominal pain not ob- 
viously fitting into the usual childhood ailments, 
peptic ulcer should be included in the differ- 
ential diagnosis and gastrointestinal radiographs 
should be obtained. A similar diagnosis should 
be considered when a normal appendix is re- 
moved from a child with abdominal complaints. 
Such a method will yield a greater number of 
cases of peptic ulcer, and early diagnosis with 
prompt treatment may reduce the percentage 
of complications and mortality. The incidence 
of uncomplicated peptic ulcer in children must 
Continued on page 182a 


Everything under control...including the temperature with 


Tylenol 


first liquid pediatric antip yreticlana lIgesic 


*...asafe and effective agent | acetaminophen | 
in the control of fever at any age in contrast to 
other agents which are of known toxicity 


Tyl enol® Acetaminophen 


brings fever and pain under control quickly, 


safely . . . well liked by children. 


1. Mintz, A.A: Management of the Febrile Child, 
J. Ky. Acad. Gen. Pract. 5:26 (Jan.) 1959. 


Tylenol Elixir—120 mg. per 5 cc. 
Tyleno! Drops—60 mg. per 0.6 cc. 


[McNEIL } 


McNEIL LABORATORIES, INC, 
Philadelphia 32, Pa. 
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IN 
STRESS 
CONDITIONS 

SUGH AS: 


Infectious diseases 


Cardiovascular diseases 
Metabolic diseases 


CAPILLARY AND 
VASCULAR DAMAGE ARE 
COMMON FINDINGS 


In these stress conditions whether caused by 
nutritional deficiencies, environment, drugs, 
chemicals, toxins, virus or infections 
HESPERIDIN, HESPERIDIN METHYL CHALCONE 
or LEMON BIOFLAVONOID COMPLEX 
are indicated as therapeutic adjuncts for 
the control and management of the associated 
capillary and vascular damage. 


Sunkist and Exchange Brand Hesperidin 
and Lemon Bioflavonoid Complex Sunkist Growers 


are available to the medical profession PRODUCTS SALES DEPARTMENT 
in specialty formulations developed by 


leading pharmaceutical manufacturers. 
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REFLECTION ON CORTICOTHERAPY: 


To be of greatest value, a 
steroid must be good not only 
for the patient (by controlling 
symptoms), but also 

to the patient 

(by minimizing 

side effects). 

‘To be of greatest 

value, the steroid 

should have the 

best ratio of 

desired effects 

to undesired 

effects: 


* 
the corticosteroid that hits the 
disease, but spares the patient ; 


THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 


OLONE, UPJONN 
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in the 


decades 


of life... 
Biliary Constipation is a 


common complaint* 


: Because biliary stasis is commonly 
physiologic» an underlying cause of constipation, 
Caroid and Bile Salts Tablets pro- 
Way achat ite vide bile salts to stimulate the se- 
cretion and flow of hepatic bile. 
They also contain Caroid, a potent 
enzyme, that increases protein di- 
gestion by as much as 15%, and mild 
stimulant laxatives to improve peri- 
staltic rhythm and tone. 
This three-way action works 
promptly and effectively to relieve 
such common symptoms as disten- 
tion, eructation, flatulence, and helps to restore the normal pattern 
of elimination without cramping or griping. 
*Gauss, H.: Biliary Constipation, Am. J. Digest. Dis. 10:141(April) 1943 


Caroid” and Bile Salts Tablets 


RESTORE REGULARITY WITHOUT IRRITATION, GRIPING, OR FLATULENCE 


SAMPLES ON REQUEST 
AMERICAN FERMENT Co., INc. ¢ 1450 Broadway * New York 18, N. Y. 
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MODERN THERAPEUTICS—Continued 


be far greater than is apparent from studies of 
hospital patients with complicated ulcer.” 


ABDUL W. ALVI and ARNOLD G. ROGERS 
Canadian Med. Assn. J., March 1959 


Bone-Marrow Failure in 
Cooley’s Anemia 

“A young woman with Cooley’s anemia suf- 
fered three subacute episodes within three years 
of hematologic decompensation due to bone- 
marrow failure. On each occasion there were 
striking hematologic and clinical responses to 
large doses of folic acid. Despite the therapeu- 
tic efficacy of ‘pharmacologic’ doses of folic 
acid, physiologic amounts given parenterally 
had no effect. Furthermore, there were no mor- 
phologic or biochemical manifestations of true 
folic acid deficiency. It is suggested that, in 
the presence of the increased red-cell turnover 


of chronic hemolytic anemias, supernormal 
amounts of certain metabolites may be neces- 
sary for optimal erythropoiesis. The possibil- 
ity of correcting ‘relative deficiencies’ of hemo- 
poietic substances such as folic acid should be 
considered in patients with hemolytic anemia 
and superimposed bone-marrow failure. 

A clinical syndrome of ‘painful erythropoietic 
crisis’ is described. This syndrome is appar- 
ently caused by an acute increase in erythroid- 
cell division, with an attendant painful expan- 
sion of the intramedullary erythroid mass. It 
may foretell recovery from aplastic crisis in 
patients with hemolytic anemias, and may con- 
tribute to the painful crises of sickle-cell 
anemia.” 

JAMES H. JANDL and MORTIMER S. GREENBERG 
The New Eng. J. of Med., March 1959 
Continued on page 184a 
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first in preference for relief from cough 


quiets the cough and calms the patient 


Expectorant Sedative 
Antihistaminic ‘ Topical anesthetic 
PHENERGAN’ 
EXPECTORANT 
Promethazine Expectorant, Wyeth = 

with Codeine Piain (without Codeine) Philadelphia 1, Pa 


NEW NON-NARCOTIC FORMULA 
Pediatric PHENERGAN EXPECTORANT 
with Dextromethorphan, Wyeth 
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MODERN THERAPEUTICS—Continued 


Epidemiological Investigation of 
Urolithiasis in Israel 

“The incidence of urolithiasis in the popu- 
lation (30,292) of twelve settlements in Israel 
was found to be 11.8 per mille. Only 2.2 per- 
cent of the patients had bladder stones. 

The incidence was higher in immigrants from 
Europe than in those from the Middle East 
and North Africa. 

The incidence was low below the age of 18, 
both in immigrants and Israel born. It rose 
markedly with the attainment of the age of 18. 
Above the age of 18 and below 50 it varied 
little with the age at which the immigrant ar- 
rived. Those immigrated at an age above 50 
had a relatively low incidence. 

In most patients the urolithiasis became 
manifest within the first five years after arrival 
in the settlement. Imported stones were few. 

Low urine output furnishes the most com- 
prehensive explanation for the high incidence 
of urolithiasis encountered in this survey and 
for its relation to various parameters.” 


M. FRANK, A. DE VRIES, A. ATSMON, 
J. LAZEBNIK, S. KOCHWA 
The J. of Urology, April 1959 
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Apresoline for the 
Prevention of Eclampsia 

The occurrence of eclamptic convulsions is 
not the inevitable end result of untreated tox- 
emia. However, effective measures to prevent 
convulsions will insure a better outcome for 
the pregnancy. It has been noted that there is 
acute hypertension either just prior to or dur- 
ing convulsive seizures, the relationship be- 
tween the two has not been definitely estab- 
lished. The premise of the present study is that 
an acute hypertensive crisis precedes the de- 
velopment of convulsive seizures. Different 
types of hypertensive drugs have been used in 
the treatment of toxemia, and it is believed 
that the ideal agent should relieve cerebral vaso- 
spasm without decreasing blood flow or oxygen 
metabolism, that it should not interfere with 
renal function, that it has minimal toxic and 
side-effects, and that it can be safely, effectively, 
and easily administered. The hypotensive 
agent, Apresoline, has been shown to cause 
primary renal vasodilation and increase renal 
blood flow; also, it can be administered intra- 
muscularly with a wide margin of safety and 
without the need for the close supervision re- 
quired with intravenous therapy. There has 
been no evidence of dangerous hypotension re- 
sulting from the use of Apresoline when ad- 
ministered intramuscularly. The observations 
of the authors were made over a 22-month 
period on 252 women who were admitted to 
the Maricopa County General Hospital, Phoe- 
nix, and who gave evidence of nonconvulsive 
toxemia of pregnancy. All were treated with 
Apresoline, and none developed eclampsia. 
The average daily amount taken ranged from 
260 mg. in the preeclamptic group to 680 mg. 
in the superimposed group. Significant blood 
pressure drop was noted in all but one instance. 
A secondary rise during treatment was neither 
acute nor excessive. Side-effects consisting of 
headache, nausea, and vomiting occurred, but 
necessitated discontinuance of therapy in only 


five women. Intramuscularly, 20 mg. of Apres- 
Continued on page 186a 
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in genitourinary 
tract infections 


courses of treatment* and still negligible 
development of bacterial resistance with 


brand of nitrofurantoin 


‘*,..may be unique as a wide-spectrum antimicrobial agent 
that...does not invoke resistant mutants.” 


Waisbren, B. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:653, 1955. 


Available as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
* Conservative estimate based on the clinical use of Funapantin Tablets and Oral Suspension since 1953. 
Illustration through courtesy of Clay-Adams, Inc.. New York 


NITROFURANS—a snigue class of antimicrobials—neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 
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MODERN THERAPEUTICS—Continued 


oline were given as often as every hour. The 
authors further state that the drug appears 
safe and effective as a means of preventing 
eclampsia. 

EDWARD SATTENSPIEL, M.D. and 


GREGORY C. SMITH, M.D. 
Obstetrics and Gynecology, April 1959 


A Contrast of Cutaneous Cancer 
Observed in Texas and in Minnesota 
“Cancer of the skin was observed much 
more frequently in Texas than in Minnesota. 
Both types occurred at earlier ages in Texans 
than in Minnesotans. Basal-cell lesions oc- 
curred more frequently in women. They oc- 
curred at earlier ages than did squamous-cell 
lesions other than those of the neck and the 
lower lip, which were seen almost exclusively 


in men and relatively more frequently in 
Texans. 

Actinic exposures appear to explain these 
differences, but they do not explain completely 
the behavior of basal-cell epitheliomas. If 
basal-cell epitheliomas relate with actinic ex- 
posure, then why do they occur earlier in 
women than in men? Greater actinic exposure 
is not likely to be great enough for the com- 
plete explanation. However, difference in ac- 
tinic exposure for greater absolute, not relative, 
incidence of basal-cell epitheliomas in Texas, 
the occurrence there at an earlier age, and the 
relatively greater incidence of such lesions on 
the forehead, as compared with Minnesota.” 


FRANCIS W. LYNCH, FRED LEHMANN 
and J. LEWIS PIPKIN 


Archives of Dermatology, March 1959 
Continued on page 188a 


| FREEDOM FROM PSORIASIS 
- Ae |... ee Is psoriasis due to a disturbance in the skin or is it caused by a 

Be present evidence points to a disturbance in lipoid metabolism*”’. 


LIPAN IMPROVEDis orally effective therapy providing rapid 
clinical response and complete patient acceptance. New studies on 
the use of LJ PAN have demonstrated that clinical results are in 
direct proportion to adequate daily dosage. Effectiveness increases 
as dosage is increased.** 


DOSAGE: For complete Lipanization "ch LIPAN Improved capsule or 
(saturation dosage) 2 to 4 capsules PANCREATIN ae. 
= | before each meal. One to two capsules This quantity of pancreatin ts achieved 


use of specially processed whole 
before between-meal snacks. pancreas having porency of 5X 


Write for jull color photographs/ professional samples 
and literature upon request 


Spirt & Co., Inc, conn. 


C.: New York Med., 54:13 Pg. 1945, (July) 1954. 
*Fox, C. F.: The Treatment of Common Skin Diseases, G.P., 20:1 (July) 1959, 
is, In Press, 
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in sprains 
strains 
fractures 
contusions 
hematomas 
lacerations 


VARIDASE reduces inflammation, swelling and pain by stimulating natural fibrinolysis sooner. Fluid 
interchange across the fibrin barrier is promoted...edema drains, pressure abates, normal regenera- 
tive factors and drugs gain access to the site...and the entire reaction-recovery cycle is shortened. 
Dosage: One Buccal tablet four times daily, usually for five days. Supplied: Each tablet contains 
10,000 Units Streptokinase, 2,500 Units Streptodornase. Boxes of 24 and 100 tablets. 


Varidase 


Streptokinase-Streptodornase Lederle 


Buccal 
Tablets 


conditions for a fast comeback 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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MODERN THERAPEUTICS—Continued 


Blankets and Infection 


“We made two experiments to assess the 
effect of blankets on bacterial infection in 
hospital. 

The first experiment showed that the use 
of freshly washed blankets, disinfected with 
quaternary ammonium compounds, for each 
patient admitted to a test ward, reduced the 
total bacteria count (and especially the Staphy- 
lococcus aureus, phage-type 80, which was pre- 
viously endemic) and also decreased cross- 
infection. 

The second experiment showed that there 
was a moderate reduction of the total bacterial 
count when terylene blankets were used instead 
of woolen blankets. But the total bacterial 
count was reduced more, and there was no 
cross-infection, during the time that cotton 
blankets were used. After the first washing 
cotton blankets did not produce the fluff which 
seems to be a major factor in the spread of 
infection.” 


HERTA SCHWABACHER, A. J. SALSBURY, 
W. J. FINCHAM 


The Lancet (1958) Il, 712 


Sex Reversal in Newborn Babies 


“The chromosomal sex of 3715 newborn 
infants (1911 males and 1804 females) was 
detected by the oral-smear technique of Moore 
and Barr (1955). 

All except 5 of the infants had a chromo- 
somal sex consistent with their anatomical sex. 
The 5 exceptions were all anatomical males; 
they were normal-appearing infants but had 
sex chromatin patterns typical of chromosomal 
females. They are regarded as instances of 
female-to-male sex reversal. 

It is suggested that some of these chromatin- 
positive males are likely to develop character- 
istics of testicular dysgenesis during adoles- 
cence; some may also become mentally sub- 
normal. The possibility of such males develop- 
ing normally is also discussed. 

Most writers suggest that female-to-male sex 
reversal is caused by chromosomal aberration; 
other possibilities are discussed, and a hypo- 
thesis of hormonal imbalance is offered.” 


KEITH L. MOORE 
The Lancet (1959) Vol. 1, No. 7066, P. 219 
Continued on page 190a 
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ap ly a bacterial barrier 
hi 


AEROPLAST?® surgical dressing 


shuts out Staphylococcus aureus—and all other contami- 
nants—with the speed of a spray . . . with the strength 
of plastic. The sprayed-on Aeroplast film forms a trans- 
parent occlusive barrier which provides “a window on 
the wound” permitting visual inspection at any time .. . 
yet protects the incision against contamination and 
irritation from exudates, urine and feces. Aeroplast’s 
yellow tint helps to define the area dressed . . . aids in 
controlling application. 


Literature is available on request. 


New 16 mm. color-sound film: 
“The Use of Aeroplast Dressing 
in Surgical Wounds,” is available 
for showings on request. 


Rez is not required. 


Pferoplasty CORPORATION, 420 Dellrose Avenue, Dayton 3, Ohio 


®pcropiast — U S. Pat. No. 2,804,073 
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MODERN THERAPEUTICS—Continued 


Effect of Butter Lipaemia on the 
Rate of Clot Lysis 
“In 14 out of 20 normal men fibrinolysis was 
decreased 3 hours after eating 50 g. of butter. 
This depression of activity only reached sta- 
tistical significance in the younger age-group. 
The plasma-fibrinolytic system becomes less 
flexible with increasing age. 
Euglobin methods cannot be used to assess 
accurately the effect of fats on fibrinolysis.” 
MONAMY BUCKELL and FRANK A. ELLIOTT 


The Lancet, March 1959 


Penicillinase in Allergic 
Reactions to Penicillin 

“A purified form of penicillinase was used 
in treatment of fifty cases of sensitivity reactions 
related to the administration of penicillin. 
Rapid improvement following intramuscular 


EFFECTIVE TREATMENT 
AND PREVENTION OF | 


Diaper Rash 


tive in the treatment of ammonia dermatitis’. 
The case illustrated cleared in 4 days. 
/ 


administration was observed in some cases of 
reactions of the serum sickness type, acute urti- 
carial and nonurticarial eruptions, and chronic 
urticaria. A number of similar cases failed to 
improve with the same treatment. Two injec- 
tions of 800,000 units each at three-day inter- 
vals appeared more effective than a single dose. 
Its mode of action is such that it does not ap- 
pear to have a place in the treatment of imme- 
diate anaphylactic reaction. Local pain and 
swelling and systemic febrile reactions were 
commonly encountered after intramuscular in- 
jections of the enzyme. Intravenous use is not 
advised. The antigenicity of penicillinase is 
such that the possibility of sensitization from 
repeated administration must be considered in 
its use.” 
SIDNEY FRIEDLAENDER 
The Journal of Allergy, March-April 1959 
Concluded on page 192a 


Active Ingredients: Methylbenzethonium chloride 1:1000, in a petrolatum and glycerin base. 
HOMEMAKERS PRODUCTS DIVISION *« GEORGE A. BREON & CO., 1450 BROADWAY, NEW YORK 18, N. Y. 
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no more battles at vitamin time 


- 


delectable, chewable, chocolate-like vitamin-mineral nuggets 


No fights, no battles at vitamin time because children love to chew DELECTAVITES. 
These delectable, easily chewable chocolate nuggets supply all essential vitamins as 
well as minerals so necessary during the years of growth. As soon as children can chew, 
they can go directly from vitamin drops to DELECTAviTEs. And, now you can be sure 
your little patients will follow your instructions about taking their daily vitamins. 


Each nugget contains: Vitamin A—5000 Units* / Vitamin D—1000 Units*/ Vitamin C—75 mg. / Vitamin E—2 Unitst 
Vitamin B,—2.5 mg. / Vitamin B,—2.5 mg./ Vitamin B,—1 mg. / Vitamin B,,. Activity—3 mcg. / Panthenol—5 mg. 
Nicotinamide—20 mg. / Folic Acid—0.1 mg. / Biotin—30 meg. / Rutin—12 mg. / Calcium Carbonate—125 mg. / Boron—0.1 
mg. / Cobalt—0.1 mg. / Fluorine—0.1 mg. / lodine—0.2 mg. / Magnesium—3.0 mg. / Manganese—1.0 mg. / Molybdenum 
—1.0 mg. / Potassium—2.5 Mg. *%v.s.r. Ter. 

dosage: one Delectavites daily. supply: Box of 30 (one month's supply), Box of 90 (three months’ supply). 


pneu. | WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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MODERN THERAPEUTICS—Concluded 


Cancer Cells in the Blood 

“The presence of tumor cells in the blood 
during surgical resection of a tumor area has, 
in this study, been found to be related primarily 
to histologic differentiation of the tumor, to 
a lesser degree to local extension, while surgi- 
cal trauma seems to be of little consequence in 
venous spread of cancer cells from colon and 
rectal carcinomas. It might well be, however, 
that surgical trauma is an important factor in 
fatal spread of tumor cell emboli from certain 
richly vascularized tumors, where in central 
veins such as the renal vein or pulmonary vein 
often are invaded. 

As the examination of a few milliliters of 
blood, with the technic here used, cannot be 
expected to disclose tumor cells in all instances 
where venous spread takes place, demonstra- 
tion of tumor cells in 76 percent of the Grade 
3 and in 100 percent of the Grade 4 tumors 
undoubtedly means that venous spread occurs 
in all these cases. 

Of the patients who survived five to nine 
years 51 percent had tumor cells in the blood 
at the time of operation. In these cases—or 
the vast majority of them—all tumor cells dis- 
seminated into the blood must have perished. 


The three detailed case reports illustrate that 
intravascular destruction of morphologically in- 
tact and active tumor cells occurs. 

The chance, in an occasional case, of pre- 
venting fatal tumor cell embolism which might 
metastasize, justifies attempts to ligate vessels 
before touching the tumor. It seems doubtful, 
however, that such measures will influence sur- 
vival rate for intestinal tumors in a statistically 
significant degree.” 

H. C. ENGELL 
Annals of Surgery, April 1959 


Painless Surgical Disorders in 
Psychotic Patients 

“In surgical disorders in which pain is ordi- 
narily a frequent presenting symptom it was 
found to be absent in 21.4 percent of psychotic 
patients with acute perforated peptic ulcer, in 
36.8 percent with acute appendicitis and in 
41.3 percent with fracture of the femur. 

To explain the frequency of painless acute 
surgical disorders in psychotic patients, the 
meaning of pain is believed to be lost to these 
patients, who are left nonresponsive to painful 
processes. The part that age, type of psychosis 
and the intensity of pain itself may play in the 
frequency of occurrence of the absence of pain 
in psychotic patients is commented upon. 

The psychotic state of the patient and the 
resultant uncooperateness and confusion are 
often pointed to as the cause of the higher than 
usual mortality that attends surgical practice in 
a mental institution. This, however, has not 
been the experience of the Surgical Service at 
the Veterans Administration Hospital, Bedford, 
Massachusetts. There were no deaths in patients 
treated for acute perforated ulcer or acute ap- 
pendicitis, and the mortality in fracture of the 
femur was found to be no higher than that 
found in general hospitals dealing with non- 
psychotic patients.” 

WALTER E. MARCHAND, BENJAMIN SAROTA, 

HENRY C. MARBLE, THEODORE M. LEARY, 


CHARLES B. BURBANK, MARTIN J. BELLINGER 
The New Eng. J. of Med., March 1959 
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doctor, 
you wouldn’t have 
such a comb— 


(yet some of your patients do) 


PHYSICIANS SAY: 
e safety—“‘No toxic side effects were 


| 


seen. . « « increased oiliness, loss of 


hair and staining . . . were not noted.’’? 


@ effectiveness—“Of eighty-four patients 
. seventy-nine [94%] obtained good 
to excellent results.’’* 


THEIR PATIENTS SAY: 


e cosmetically acceptable and easy-to-use 
—“This product is remarkably well ac- 
cepted by the patients as an excellent, 
foamy shampoo, free from any objec- 
tionable odor... 


Capsebon is available on prescription only. 
Supplied in 4-ounce plastic bottles. 


References: 1. Harvey, J. H., and Ereaux, L. P.: 
Clinieal study of cadmium sulfide shampoo, Canad. 
M.A.J. 79:917 (Dee. 1) 1958. 2. Stough, D. B.; Lewis, 
R. A.; Farmer, B. L.; Osment, L. S., and Noojin, R. O.: 
New beneficial agents in the treatment of acne vulgaris 
and seborrheic dermatitis, Postgrad. Med. 24:439 (Oct.) 
1958. 3. Kirby, W. L.: Preliminary and short report: 
Cadmium sulfide shampoo in seborrhea capitis, J. In- 
vest. Dermat. 29:159 (Sept.) 1957. 4. Mullins, J. F., 
and Barnett, J. R.: Cadmium shampoo treatment of 
seborrheic dermatitis, Texas J. Med. 53:640 (Aug.) 1957. 


PITMAN-MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, IND, 
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FOR PROVEN MENOPAUSAL: BENEFITS 


The vast majority of meno- 

pausal women, especially on 

the first visit, are nervous, ap- 

prehensive, and tense. PMB- 

200 or PMB-400 gives your pa- 

tient the advantage of extra 

relief from anxiety and tension, 

particularly when the patient is 

“high strung,” under prolonged 

emotional stress, or when psy- 

chogenic manifestations are acute. Proven ,menopausal 
benefits are confirmed by the wide clinical acceptance of 
“Premarin,” specifically for the relief of hot flushes and 
other symptoms of estrogen deficiency, together with the 
well established tranquilizing efficacy of meprobamate. 


Meprobamate, licensed under U.S. Pat. No. 2,724,720 


Two potencies that will meet 
the needs of your patients: 
PMB-200 — Each tablet con- 
tains conjugated estrogens 
equine (‘Premarin’) 0.4 mg., 
and 200 mg. of meprobamate. 
When greater tranquilization is 
necessary you can prescribe 
PMB-400 — Each tablet con- 
tains conjugated estrogens 
equine (“Premarin”) 0.4 mg., 
and 400 mg. of meprobamate. 
Both potencies are available 
in bottles of 60 and 500. 

Ayerst Laboratories New York16,N.Y. 


Canada 
5916 
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embarrassment is often the reason 


patients seek acne treatment 


Most acne patients are deeply embarrassed by their unsightly lesions. 
A good acne preparation, therefore, should be cosmetic as well as curative. 


‘Acnomel’ Cream and Cake achieve both aims of acne therapy. ‘Acnomel’ 
in either form conceals as it heals. The flesh-tinted base masks acne lesions 
and reduces embarrassment. The effective combination of sulfur, resorcinol 
and hexachlorophene acts to heal these lesions. 


Used in combination, ‘Acnomel’ Cream and Cake provide 24-hour acne 
therapy. The Cream is excellent for use at home, morning or night, while 
the Cake, in its handy compact, is particularly convenient for touch-up 
medication away from home. 


Acnomel* Cream and Cake 


conceals as it heals 


@ SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. 
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AND NOTES 


Selected items of current interest from the fields of medical 
research and education 


Fashionable Clothing Designed 
for Physically Handicapped 

Physically handicapped persons can now 
buy clothing specially designed to combine 
fashion and function. 

The clothing was designed at the Institute of 
Physical Medicine and Rehabilitation, New 
York University-Bellevue Medical Center, after 
consultation with Mrs. Helen Cookman, a 
fashion designer. 

Physically handicapped persons have specific 
clothing problems, Dr. Howard A. Rusk and 
Eugene J. Taylor of the New York University- 
Bellevue Medical Center explained in the 
J.A.M.A. 

They need clothing designed to permit 
greater ease in dressing with their limited 
muscle strength or range of motion. The fab- 
ric must also be strong enough to withstand 
the undue wear caused by friction from crutches 
or wheelchairs and by the strenuous activity 
required by handicapped persons in dressing. 
In addition, the clothes should be fashionable 
enough to permit greater social acceptance and 
increased self-esteem by the disabled persons, 
Dr. Rusk said. 

Fabrics are mostly wash-and-wear nylons 
and Dacrons, stitched with the strongest threads 
available, but care has been taken that the 
fibers do not generate too much electrostatic 
charge and will not cause wheel chair problems 
by sticking instead of sliding. Emphasis was 


also given to the use of closures which can be 
easily managed. 

The clothing is being produced by a new, 
non-profit organization, Clothing Research, Inc. 
It is conducting a market test through direct 
mail selling. Specific information about the 
clothing may be obtained from Clothing Re- 
search, Inc., 307 W. 38th St., New York 1. 


Pilgrim State Hospital, New York 

A program of reorganization is in process at 
Pilgrim State Hospital, Dr. Paul H. Hoch, New 
York State Commissioner of Mental Hygiene, 
announced. Under the new plan the 14,000- 
bed hospital will be decentralized into a cluster 
of 2,000-3,000-bed units, each under the man- 
agement of an assistant director who will dis- 
charge both clinical and administrative func- 
tions for the unit. Each division will be self- 
contained and will have its own admission 
service, treatment facilities, and release pro- 
cedures. Certain of the institution facilities will 
be shared, however, such as the transportation 
and maintenance pools, the business office, and 
the like. Plans for the reorganization have 
been worked out by Dr. Henry Brill, recently 
appointed director of Pilgrim. Preliminary 
work on the project began about a year ago. 
Two of the smaller units have already been 


established. 
Continued on page 198a 
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three essential steps 
help overweight patients 
eat to live, 
not live to eat 


supervision by the 
physician 


a balanced 
eating plan 


supportive 
medication 


Frequently a patient loses weight while on a spe- 
cial diet, then soon gains it back again. Obedrin 
is a valuable aid to this type of patient. It curbs 
unhealthy food craving while the patient estab- 
lishes correct eating habits. Thus he becomes able 
to maintain optimum weight. 


and the 60-10-70 Basic Plan 
provide an effective weight control regimen 
Each capsule or tablet provides: 
Semoxydrine® HC1 (methamphetamine HC1), 5 mg., for 
its anorexigenic and mood-lifting effects 


Pentobarbital, 20 mg., to guard against excitation 


Thiamine Mononitrate, 0.5 mg., Riboflavin, 1 mg. and 
Nicotinic Acid (Niacin), 5 mg., to supplement the diet 


Ascorbic Acid, 100 mg., to help mobilize tissue fluids 


Bristol, Tennessee - New York + Kansas City - San Francisco THE S. E. Vi ASSENGILL COMPANY 
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for dependable 

control of appetite 
... flexible 

dosage form 


tablets or 
capsules 


dinner evening 
snack 


The Obedrin formula permits a flexible 
dosage schedule which depresses the appetite 


when it is most important to do so—at peak 


hunger periods. The physician can 


adjust the dosage to fit each patient’s need. 


CObedrim 


and the 60-10-70 Basic Plan 


advantages of Obedrin 
A dependable anorexigenic agent 


A flexible dosage form 


Minimal central nervous stimulation P ; 
Used with the 60-10-70 


Vitamins to supplement the diet Write for 60-10-70 Basic Plan, Obedrin offers 
: ; ; menus, weight charts, an ideal weight-control regi- 
No hazards of impaction and samples of Obedrin. men for the overweight patient. 


Bristol, Tennessee - New York + Kansas City - San Francisco THE S. E. FVPASSENGILL COMPANY 


. 
» 
4 a 
| 
‘a * 
4 
| 


clinically established as a 
soothing, protective therapy 
which accelerates healing in 


numerous skin conditions 


gn addition 


DESITIN 


OINTMENT 


has been shown to substantially 
inhibit growth* of the ammonia 
producing Bacterium ammoniagenes 


one of the many causes of 


| diaper rash 


*agar plate zone of inhibition 8 mm. 


SAMPLES of Desitin Ointment ... pioneer external cod liver oil therapy...on request. 


DESITIN cHemicaL COMPANY 


812 Branch Avenue ¢ Providence 4, R. I. 
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NEWS AND NOTES—Continued 


Life-Time Cancer Research Grant 

A grant creating another American Cancer 
Society professorship in cancer research was 
announced recently by Dr. Ambrose H. Storck, 
Regional Chairman from Louisiana, American 
Cancer Society, and Louisiana Division Board 
member. The grant was made to Tulane Univer- 
sity School of Medicine, to support the life-time 
cancer research of Dr. Emmanuel Farber, pa- 
thologist and biochemist. Dr. Farber will at- 
tempt to combine the fields of pathology and 
biochemistry into one unit by finding a bio- 
chemical basis for physical changes in cells. 
His effort to combine the two scientific dis- 
ciplines is pioneer work. 

Dr. Storck explained that in creating Dr. 
Farber’s research professorship, the Society 
established a $100,000 trust fund as a guaran- 
tee and will pay the scientist’s annual salary 


announcing 


out of funds raised each year until the trust 
and accrued interest are sufficient to pay the 
remaining years of the grant. This type of 
award meets a critical need for full-time re- 
search positions. Today it is not difficult for a 
talented young scientist to get into cancer re- 
search, but it is difficult for him to establish 
himself in the field. Qualified scientists are able 
to get grants for a year or two with possible 
renewals, but it is hard for them to obtain per- 
manent security in their research effort. Year 
by year planning means that easy and quick 
projects must be favored over the more com- 
plex and ultimately more rewarding programs. 
Over the past decade, Dr. Farber has estab- 
lished himself as a productive investigator in 
the fields of pathology and biochemistry. He 
will continue his studies of ethionine, a sub- 
Continued on page 202a 


A CHANGE 
IN NAME 


NEW CHEMICAL 


SUPERIOR FECAL SOFTENER 


SURFAK (formerly Doxical) the new therapeutic chemical, calcium bis-(dioctyl 
sulfosuccinate) represents a markedly more efficient surfactant softening agent 


than the older fecal softening chemicals. 


@ optimal fecal homogenization @ greater surfactant effectiveness ™ non-laxative 

@ normal physiologic action—no effect on the bowel itself M@ non-habit forming &@ Sodium free 
USUAL ADULT DOSE: 240 mg. daily. Children and adults (with minimum needs) 50 to 150 mg. daily. 
SUPPLIED: Surfak 240 mg. capsules — bottles of 15 and 100. Surfak 50 mg. capsules — 


bottles of 30 and 100. 


| LLovD BROTHERS, Inc. | CINCINNATI 3, OHIO 


*Patent Pending 
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++» THANKS To CHYMAR 


The star end on a college team, after missing 
most of one season due to spasms of 

gluteal and abdominal muscles caused by a 
large bruise over the iliac crest, sustained a 
similar injury early the next fall. He was given 
injectable Chymar. Thirty-six hours after 
injection muscle spasm was relieved, and on the 
first play of the next game he caught a forward 
pass and ran fifty-five yards for a touchdown.! 


Chymar promotes earlier healing through rapid 


. reduction of edema and hematoma in all types 

of trauma whether sports-induced (strains, 

sprains, fractures), accidental (contusions, 
ft) burns, neck whip-lash) or following surgical 


= 


insult to tissue. Used prophylactically in 
hemorrhoidectomies, biopsies, mammec- 
tomies, or episiotomies, Chymar controls 
inflammatory tissue reactions. Chymar 
is particularly useful for preventing or 

reducing gross edema and hematoma 

in patients following plastic surgery.? 


1. Fullgrabe, E. A.: Ann. New York Acad. Sc. 
68 :192, 1957. 2. Moore, F. T.: Brit. J. Plast. Surg. 
113335, 1959. 


CHYMAR 


Buccal / Aqueous /in Oil 


superior anti-inflammatory enzyme 


ARMOUR PHARMACEUTICAL COMPANY - KANKAKEE, uiNois - Armour Means Protection A 
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measured calories for optimum nutrition 
with high satiety on 900 calories a day 


DIETARY FOR WEIGHT CONTROL 


management without appetite depressants 


Metrecal permits your patients to control their weight 
—effectively, comfortably, safely, by the application of 
sound nutritional principles—without recourse to fad 
diets, complex dieting schedules or appetite depressants. 


optimum nutrition on 900 calories daily 


Available in powder form, Metrecal is a scientifically 
blended dietary consisting of protein, carbohydrate and 
fat with added vitamins and minerals. One half-pound 
of Metrecal powder supplies 900 calories as the daily 
feeding. It mixes readily with a quart of water to make 
a pleasant-tasting beverage. Metrecal offers precise 
caloric regulation plus optimum nutrition in weight- 
control programs. 


encourages patient cooperation 


A gratifying feature of Metrecal is its high satiety value. 
Overweight patients placed on Metrecal alone comment 
on the absence of hunger, their improved sense of 
well-being and stepped-up motivation to lose weight.’ 


Patients welcome the convenience of Metrecal. There 
are no complex menus to plan, no calories to count, 
no foods to measure and weigh. 


clinical reports encouraging 


In a clinical study' of 100 patients managed on the 900- 
calorie daily Metrecal program for periods up to twelve 
days, an average weight loss of 642 pounds was recorded 
for all subjects. In another report? of overweight patients 
on the 900-calorie Metrecal program for periods of two 
to thirty weeks, weight losses of 3 to 5 pounds per patient 
per week were recorded for the first two weeks. There- 
after, reduction continued at an average rate of 2 to 242 
pounds per patient per week throughout the study. Taste 
acceptance, gastrointestinal toleration and hunger- 
appeasing properties were impressive. 


These reports indicate strongly that, as well as provid- 
ing optimum nutrition, Metrecal is palatable, well ac- 
cepted, convenient to use, satiating, and encourages 
good patient cooperation in weight-control programs. 


broad indications and flexibility in use 

For the weight-control programs of patients where more 
than 900 calories are permitted, the daily allotment 
(% pound) of Metrecal may be increased, or Metrecal 
may be used in conjunction with low-calorie foods. 


Such programs may be used where the patient's physical 
structure or exertion require more than 900 calories, 
where more gradual weight loss is desired, or for main- 
tenance of the desired weight once it is attained. 


easy to use—easy to prepare—easy to flavor 

All your patients do is mix Metrecal and water to a 
creamy, palatable smoothness with a fork, eggbeater or 
blender — refrigerate and serve. Metrecal has a pleasant 
bland taste well accepted by patients. And to add variety 
to the diet, Metrecal can be easily flavored with various 
low-calorie household flavoring agents. 


special Metrecal weight-control guide 

This instructive booklet, for distribution to your patients, 
provides information on the medical importance of 
weight control, and instructions for use of Metrecal. 
It will simplify giving patient instructions and help 
encourage patient cooperation. Ask your Mead Johnson 
representative for your supply. 


(1) Antos, R. J., to be published. (2) Tullis, I. F, to be published, 


\ Mead Johnson 


Symbol of service in medicine 


*T.M., MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA 
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NEWS AND NOTES—Continued 


stance somewhat similar to methionine, one of 
the amino acids which are vital to cell growth. 
It has been found that ethionine under certain 
circumstances can produce cancer in animals. 


Research Grants to the State University of 
New York 


The National Institutes of Health recently 
made several research grants totaling $187,008 
to faculty members of the State University of 
New York Downstate State Medical Center. 
The largest grant, in the amount of $98,047, 
went to Dr. John Masterson, Assistant Pro- 
fessor of Obstetrics and Gynecology, for an in- 
vestigation of the effectiveness of certain chemi- 
cal compounds as adjuncts to radiation and 
surgery in treating cancer of the ovary. These 
studies will be carried out at Kings County 


Hospital in Brooklyn and at 27 other univer- 
sity and teaching hospitals throughout the coun- 
try. Dr. Edward Eckert, Associate Professor 
of Microbiology and Immunology, received a 
grant of $31,456 for a study of the various 
virus-like agents which cause leukemia in mice. 

A grant of $17,791 will support research by 
Dr. Patrick J. Fitzgerald, Professor of Path- 
ology, on animal and human tumors. Dr. Wal- 
ton H. Marsh, Associate Professor of Pathol- 
ogy, received a grant of $12,986 for a study 
of pressor polypeptides in causing high blood 
pressure in human beings. Dr. Lewis H. Lip- 


kin received a grant of $9,392 for research on 
nerve regeneration through x-ray microscopy. 
A grant of $11,500 was made to Dr. Louis M. 
Hellman, Professor of Obstetrics and Gyne- 
cology, for improvement of the Fetal Heart 


Continued on page 206a 


MIRANDA 'C’, the parallax-free single-lens reflex camera with fully automatic lenses, has every convenience 

feature: fast 50mm f/1.9 lens; instant-return mirror; speeds up to 1/1000th; plus a full complement of acces- 

sories. Provides natural, full-color photo-records for general practitioners, ‘dermatologists, orthopedists, etc. 
Write for FREE booklet on MIRANDA PHOTOGRAPHY. Dept. MT 
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Be camera equal in quality to your finest 897 
surgical tools, yet priced surprisingly low... 


PROVEN EFFECTIVE 
FOR THE TENSE AND 
NERVOUS PATIENT 


** There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 
component in its action, and with a minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases 
with a tension component. 

Krantz, J. C., Jr: The restless 
patient — A psychologic and 


pharmacologic viewpoint. 
Current M. Digest 


the original meprobamate, discovered and introduced by 
Wa WALLACE LABORATORIES, New Brunswick, N. J. 
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Madribon, a safe, low-dosage ani 
Goatrols most bacterial in 


the full therapeutic potential of Madribon 


penéfal practice promptly, economically, 
without the risk of unpicasant after-cliccts 


*~ PLUS prompt relief of acute symptoms 


In addition to Madribon (125 tag), tach 
Capsule contains: N-acetyl-p-aminophenoi 
(120 meg), to reduce fever, reli¢ve head- 
ache, myalgia and other discamforts of 
respiratory disorders, Thephorin tartrate 


be 


Osage: Adults—first day. cupsules @i.d.; Tcap- 
Sule @.1.d. thereafter. 
Children — first day, 2 capsules per 
weight, | capsule per 20 lbs bod) cwelght daily 
thereafter given in single or dividedadoses. 
Continue therapy for § t0.7 days or Watibpatient 
asYmptomatic for at least 48 bounty 


bat that “dragged out 


(10 mg)—a well-tolerated gntihistamine — 
to rélieve congestion, sncezing, tearing and 
other allergic reactions; caffeine (30 mg), 
to. allay drowsiness and fatigue, he!p com- 
feeling. 


ROC HE 
LABORATORILES 
Cantiom Thc usual precautions m sulfonanid 
herapy should be observed, including mainic- Hoffmann-La Ro 
Nuilev 


nance Of adcquate fluid intake. If tonic reacbons 


or blood dyscrasias occur, use of the drug shoul 


be discontinued 


MADRICIOL 
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NEWS AND NOTES—Continued 


Rate Meter, an electronic instrument which 
permits precise measurements of the heart rate 
of the unborn child, making it possible for the 
doctor to determine the state of health of the 
growing fetus. 

The Life Insurance Medical Research Fund 
made a grant of $24,750 to Dr. Robert Furch- 
gott, Professor of Pharmacology, for the study 
of the factors affecting blood vessel constriction. 


Staphylococcal Infection 


Dr. Israel Live, Professor of Microbiology 
at the University of Pennsylvania School of 
Veterinary Medicine, has received a grant of 
$20,457 from the National Institutes of the 
U.S. Public Health Service for research on the 
staphylococcal infection problem in animals. 
He will direct his efforts toward identifying any 
possible relationship between staphylococcal in- 


If she needs nutritional support. . 


fections in animals and similar infections in hu- 
mans caused by antibiotic resistant staphylo- 
cocci. It is well known that many skin infec- 
tions of animals, particularly of dogs, are caused 
by staphylococci. The Doctor hopes to learn 
whether animals are passing the infection to 
humans, or whether humans are transmitting 
it to animals. A step toward this knowledge 
will have been taken when it can be determined 
whether the strains of staphylococci causing 
disease in animals and in human beings are the 
same. Preliminary studies have shown that 
some strains of staphylococci in animals are 
becoming resistant to antibiotics. This is one 
of the facts that raises the question as to 
whether there may be a relationship or possible 
transmission of the infections between animals 
and humans. 

Continued on page 210a 


. she deserves 


Vitamin-Mineral Supplement Lederie 


VITAMINS—11 MINERALS 


| LEDERLE LABORATORIES, @ Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 


MEDICAL TIMES 


| 
4 
1 
| 
a 
4 
Nes 
| 
| 
a 
\ 
| 2 
- a 
206a 


“In all things, success ¥ a : ANTIQUES 


depends upon pre- 
vious preparation...” 


-~CONFUCIUS 


® 
ELDEC 


vitamin-mineral-hormone supplement 


help prepare your middle-aged patients 


each KAPSEAL contains: 


Vitamin A 1,667 Units (0.5 mg) for healthy retirement years 


Vitamin B; mononitrate 0.67 mg. 
Ascorbic acid 33.3 mg. 
Nicotinamide 16.7 mg. 
Vitamin Bz 0.67 mg. 
Vitamin Bo 0.5 mg. 
Vitamin Bis with intrinsic 
factor concentrate 0.033 USP Unit (oral) 
Folic acid 0.1 
Choline bitartrate 
Pantothenic acid 
(as the sodium salt) 
minerals 
Ferrous sulfate (exsiccated) 
Iodine (as potassium iodide) : ; PARKE, DAVIS & COMPANY, DETROIT 32, MICHIGAN 
Calcium carbonate 66. 
digestive enzymes 
Taka-Diastase® 
(aspergillus oryzae enzymes) 
Pancreatin 
protein improvement factors 
l-Lysine monohydrochloride 
dl-Methionine 
gonadal hormones 
Methy!] testosterone 
Theelin 


dosage: One Kapseal three times daily before 
meals. Female patients should follow each 
21-day course with a 7-day rest interval. 
packaging: ELDEC KAPSEALS are available 
in bottles of 100. 


ELDEC BEGINS AT 40 
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«it’s as easy as 1, 2,3 to use 
row 


at ROUIUNI 


(HYDROCHLOROTHIAZIDE ) 


Initiate therapy with HYORODIURIL: one 25 mg. tablet or one 50 mg. 
tablet once or twice a day. HYORODIURIL by itself often causes an adequate 
drop in blood pressure over a period of two to three weeks. This may be all the 
therapy some patients require. 


Add or adjust other agents as required: HyoroDIURIL enhances the 
activity of all commonly-used antihypertensive agents; thus, the dosage of 

other medication (rauwolfia, reserpine, hydralazine, veratrum) should be initiated 
or adjusted as indicated by patient condition. If a ganglion-blocking agent is 
contemplated or being used, usual dosage must be reduced by 50 per cent. 


Adjust dosage of all medication: the patient must be frequently 
observed and careful adjustment of all agents should be made to establish 
optimal maintenance dosage. 


Supplied: 25 mg. and 50 mg. scored tablets nyoRODIURIL (Hydrochlorothiazide) bottles of 100 and 1,000. 
Additional literature for the physician is available on request. 
HYDRODIURIL is a trademark of Merck & Co., inc. Trademarks outside the U. S.: DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC. 


Oo) MERCK SHARP & DOHME, Division of Merck & Co., Inc, Philadelphia 1, Pa. 
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NEWS AND NOTES—Continued 


Chicago’s New Psychiatric Institute 

A new kind of mental institution is nearing 
completion in which Chicago Medical School, 
and four other schools of the city will each 
have a floor in the building. The new Illinois 
Psychiatric Institute is expected to be ready 
for occupancy by July 1959. With a 434-bed 
capacity, seven of the eleven floors will be used 
in the treatment of patients, and 75 percent of 
the operating budget will also be used for treat- 
ment purposes. 

The Institute is expected to set new standards 
and concepts in the management of mental dis- 
orders. The operation of five separate floors by 
separate medical schools in itself represents a 
pioneering venture. The main type of patient 
treated will probably be the acute case in need 
of intensive therapy. A long-range comprehen- 
sive psychiatric approach will be extended to 


the patients on a permanent basis. It will in- 
volve also the familial and community contribu- 
tions to his illness. A continuous liaison will 
be maintained after discharge, and the patient 
will be readmitted at any time in his later life 
should this become necessary. There will also 
be a large out-patient department. 

When the Institute is in full operation, it will 
have approximately 600 employees including 
the professional staff. Psychiatric training will 
also be offered to physician residents, psychol- 
ogists, social workers, psychiatric nurses and 
therapists. The School’s expanded residency 
program will be an integral part of this phase 
of the services. 

A number of research projects are now in 
the planning stages or already underway as pilot 
studies. One of these has to do with epilepsy 

Continued on page 212a 
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through the application of 
“Fremarin. 
Vaginal Cream 
| in"-conjugated estrogens (equine) 
LABORATORIES, New York 16, N.Y. Montreal, Canada 


the NEW CONTRACEPTIVE 


that offers 


MAXIMUM 


simplicity with security 


the outstandingly competent SPECIAL BARRIER TYPE BASE 
Boric Acid .......... 2.0% 
spermatocidic agent... | “phenol 
Phenylmercuric 


is now available Acetate 0.02% 
to physicians. 


ANOTHER 
H-R FIRST... 


Large tube Vaginal 
Jelly, 125 gms. with 
patented measured 
dose applicator in a 
SANITARY PLASTIC 
ZIPPERED KIT for 
home storage (sup- Factual literature 
plied at no cost) sent upon request. 


HOLLAND-RANTOS CO., INC.+145 HUDSON STREET~NEW YORK 13, N.Y. 
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NEWS AND NOTES—Continued 


in children. Up to now, this condition has been 
studied as a neurological disorder, or as a con- 
vulsive reaction to a chemical disturbance in 
the brain. In the School’s program, two dimen- 
sions are to be added. The focus will be upon 
the child at the first onset of attack, upon its 
life pattern, its relationship to, and the behavior 
of, its parents and various environmental fac- 
tors. All of the findings of a neurologist and 
a child guidance team with respect to the de- 
velopment of the child will be put together to 
see if the onset of the condition correlates with 
characteristic life experiences. 

Another study is concerned with the chronic 
illnesses and health of patients over 60, par- 
ticularly with those unable to work or even 
perform a minimum of daily activity. This will 
include a comparison of the disabled person to 
those of a similar age who carry on well and 
continue to be active and productive. From 
these studies may come clues as to what makes 


NORMAL 
REGULARITY 


The Pharmacologica! Basis of Therapeutics, 2nd ed., Macmilla 
3. Blatt et al: J.of Ped., Vol. 22, No.6,1943,p.72 


1958, p. 440 


for a successful healthy old age. 

The addictions — drugs, alcohol, food and 
other destructive or illogical patterns—which 
are attempts by the patient to solve different 
life situations, will be included in the research 
programs. 


New Science Building at Indiana University 


Dedicatory exercises for the new Medical 
Science Building, most recent addition to the 
Indiana University Medical Center, Indian- 
apolis, were held recently. The new structure 
which provides facilities for basic science in- 
struction in anatomy, biochemistry, microbi- 
ology, pathology, physiology, and pharmacol- 
ogy, represents a total expenditure for land, 
construction and equipment of $7,352,000. 
The five-story and basement building has 272,- 
600 square feet of floor space. 

Continued on page 214a 


When a gentle, effective laxative is 
needed to help establish normal 
regularity, Ex-Lax may be recommended 
with confidence. Phenolphthalein, 
the active ingredient in Ex-Lax, exerts 
its greatest effect upon the colon 

... acts gently, overnight. ..in 

the morning produces a stool 

very much like normal.’ It may be 
safely given as directed to 

the young and old.’ 


Each tablet of Ex-Lax contains 

the equivalent of 1% grains of standardized 
yellow phenolphthalein, biologically 

tested for effective action. 


EX-LAX 


1S SAFE, GENTLE, EFFECTIVE 


1956, p. 1054. 2. Beckman, H.: Drugs, Their Nature, Actior 
5. Abramowitz,£.W.:Am.J. Dig. Dis.,Vol.17,No. 3,1950,p.81-82 
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‘The tyranny of the clock 


For many diabetics, time is a tyrant. No matter how inconvenient it may be, they must 
take their meals and injections “by the clock,” or risk extremely disquieting reactions. 
Orinase* makes it possible for you to lift this burden from most of these insulin-depend- 


ent patients. Given in conjunction with insulin, it smooths out the “peaks and valleys” 


of erratic blood sugar levels . . . “stabilizes” a surprising percentage of brittle diabetics. 
At the same time, it may enable you to reduce the insulin dosage for many insulin- 
dependent Giabetics. erarcenann, aes. v. ear. ory. 


THE UPLONN COMPANY 
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NEWS AND NOTES—Continued 


Hospital Ship for Overseas Service 

Project HOPE is the principal activity car- 
ried out by the People-to-People Health Foun- 
dation, Inc., and involves chartering the fully 
equipped Navy hospital ship, Consolation, and 
using it as a privately supported, privately op- 
erated medical and medical training center in 
friendly nations overseas. The HOPE (Health 
Opportunity for People Everywhere) will de- 
pend for its support on individuals, corpora- 
tions, and foundations. The American Medical 
Association and several drug manufacturers 
have made contributions in advance of any 
public request for funds in order to get the 
Project organized. In addition, the drug manu- 
facturers have indicated that they will supply 
the drug needs of the Project. The Navy will 
release the ship for charter as soon as financial 
arrangements for operation are completed. The 
vessel will be operated by the American Presi- 
dent Lines at cost to them, and without any 
fee. The HOPE Project will go where it is in- 
vited by the medical profession of a country. 


The Consolation has about 800 beds, but will 
be used primarily for teaching. A permanent 
group of 20 doctors, two dentists, and 15 
nurses in addition to required technical per- 
sonnel is planned. 


Metal Content in Nucleic acid 


Three metals, chromium, manganese and 
nickel, heretofore not found to be definitely 
associated with any specific biologic material, 
have been found by Harvard University scien- 
tists to be associated with a nucleic acid that 
plays a major role in the biosynthesis of pro- 
tein. Prior to their findings, the question of 
metal concentrations in nucleic acids had not 
been carefully examined. The metals were dis- 
covered in association with ribonucleic acid 
during the research carried on in the Biophysics 
Research Laboratory of the Harvard Medical 
School at the Peter Bent Brigham Hospital. 

It is hoped that the discovery of the pres- 

Continued on page 220a 
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There are 

1875 square feet of 
adsorptive surface 
in this spoon 


SPENSIN contains attapulgite, a new therapeutic 
agent having 5 to 8 times the adsorptive capacity of 
kaolin. Because of the lattice-like structure of its 
extremely fine particles, a single dose of SPENSIN 
contains approximately 1875 square feet of adsorp- 
tive surface. 


In the symptomatic treatment of diarrhea, SPENSIN: 
aids in the removal of bacteria and bacterial toxins 
e helps restore normal absorption of fluids « pro- 
tects irritated intestinal mucosa e produces stools 
of normal consistency. 


SPENSIN-PS, containing two synergistic antibiotics, dihydro- 
streptomycin and polymyxin, for specific therapy in infec- 
tious diarrhea caused by organisms susceptible to these agents. 


control of diarrhea 


SPENSIN' / SPENSIN-PS 


SPENSIN is activated attapulgite and pectin SPENSIN-PS, in addition, contains dihydrostreptomycin sulfate 


in alumina gel. 


and polymyxin B sulfate. 
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PROMOTES HEALING WITH STRIKING 
EFFECTIVENESS IN MOST DERMATOSES 


Sterosan-Hydrocortisone (Cream and Ointment) elicits prompt im- 
provement in a wide variety of allergic and inflammatory skin disorders, 
yet is virtually non-irritating and non-sensitizing. Its striking effec- 
tiveness in promoting healing has been repeatedly stressed by 
independent investigators: “...a highly satisfactory formulation for 
...dermatologic lesions having both pyogenic and allergic compo- 
nents.”' “...a most useful medication in the treatment of chronic 
eczematoid and lichenified skin lesions.”? “...valuable...for 
many eczematous dermateses, for pyodermas, and for several 
pruriginous skin disorders.”? “...was effective in treating various 
dermatoses in 82 per cent of 203 patients...."* Srerosan®- 
Hydrocortisone (brand of chlorquinaldol with hydrocortisone) 
Cream and Ointment; each contain 3 per cent of Sterosan and 

1 per cent of hydrocortisone. In tubes of 5 Gm. and 20 Gm. 
Prescription only. Also available: Srerosan® (brand of chior- 

quinaido!) 3 per cent Cream and Ointment. Tubes of 30 Gm. 

and jars of 1 Ib. Prescription only. (1) Lubowe, |. |.: Antibiotic 

Med. & Clin, Therapy 4:81, 1957. (2) Pace, B. F.: M. Rec. 

& Ann, $1:370, 1957. (3) Murphy, J. C. Rocky 

Mountain M. J. 55:53 (June) 1958. (4) Fox, 

H. H.: Antibiotic Med. & Clin. 

Therapy 6:85, 1959. 


ANTIBACTERIAL ANTIFUNGAL: ANTI-INFLAMMATORY ANTIALLERGIC - ANTIPRURITIC 


STEROSAN 


HYDROCORTISONE § CREAM AND OINTMENT 


(brand of chiorquinalidol with hydrocortisone) 


GEIGY 


ARDSLEY, NEW YORK 
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now... 
uncommon 
relief 
for the 
common 
cold 


; TABLETS 
provide total therapy 


nasal decongestant - antihistaminic 


analgesic - antipyretic 


for symptomatic relief — 
aches - fever - pain - respiratory tract = 


congestion 


Dosage: Adults and older children: One or two tablets tid. 
as required. Children 6 to 12 years of age: One tablet tid. 
as required. 


Supplied: Bottles of 100 and 1000. 


Each orange and yellow layered tablet contains: 
*‘Sudafed’® brand Pseudoephedrine Hydrochloride 
*Perazil’® brand Chlorcyclizine Hydrochloride 
Acetophenetidin 

Aspirin (Acetylsalicylic Acid) 
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DIUPRES ---- 


greatly improved 
and simplified management 


of 
hypertension 


DIURIL, WITH RESERPINE 


the first “wide-range” antihypertensive—effective in mild, moderate, and severe hypertension 


© more hypertensives can be better controlled with DIUPRES alone 
than with any other agent... with greater simplicity and 
convenience, and with decreased side effects 

© can be used as total therapy or primary therapy, 
adding other drugs if necessary 

© in patients now treated with other drugs, can be used as 
replacement or adjunctive therapy 

© should other drugs need to be added, they can be given in much 
lower than usual dosage so that their side effects 
are often strikingly reduced 

© organic changes of hypertension may be arrested and reversed... 
even anginal pain may be eliminated 

® patient takes one tablet rather than two... 
dosage schedule is easy to follow 


° economical 


DI UPRES-5 00 600 mg. DIURIL (chiorothiazide), DI UPRES- 2 50 250 mg. DIURIL (chiorothiazide), 


0.125 mg. reserpine. 0.125 mg. reserpine. 


One tablet one to three times a day. One tablet one to four times a day. 


MERCK SHARP & DOHME, DiviSION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


amo ( ) ame OF MEROK & 
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NEWS AND NOTES—Continued 


ence of metals in nucleic acids may eventually 
add to man’s knowledge concerning the struc- 
ture of the nucleic acids and their function in 
protein synthesis and in the transmission of 
genetic information. The search for the pres- 
ence of metals in ribonucleic acid, which is 
found in greatest concentrations in the extra- 
nuclear portion of cells, stemmed from the 
knowledge that proteins need to use metals, 
even in minute amounts, to achieve functional 
and structural specificity. 

The electronic and chemical structures of 
chromium, manganese, and nickel are very 
similar to those of other metals which have 
known biologic functions. The concentrations 
of the three metals in whole tissue were so low 
that they had thus far escaped detection by 
even the most sensitive scientific instruments. 
The three metals were found in the ribonucleic 
acid of cells from a variety of sources, among 
them beef liver, calf thymus, calf pancreas, 
horse kidney, and newly formed red blood cells 


Agr 
"See you in about a month, but | doubt it.” 
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from rabbits. These were identified by use of 
emission spectrographic methods which were 
developed in the Biophysics Research Labora- 
tory. 

Further investigation has revealed that the 
metals are firmly associated with nucleic acid 
and cannot easily be separated by chem- 
ical means. Continued research has revealed 
that the metals are also present in desoxyribo- 
nucleic acid, the heredity transferring com- 
ponent found in the nucleus of cells, though 
in lower concentrations. 


“Stop Pushing” Is Bad Advice to Executive 


Telling a junior executive to “slow down oi: 
you'll have a heart attack” may be adding just 
one more reason for him to remain tense and 
anxious. 

Warning the executive of serious emotional 
illness, heart attacks or early death—all of 
which he has already seen in his friends and 
relatives—merely adds a new worry. The new 
worry causes further tension and produces new 
symptoms. Then the new symptoms add to 
the fears and a vicious cycle is under way. 

The only way to help such persons is by 
clear explanation of how their symptoms and 
disorders came about and by practical sugges- 
tions about ways they can change their lives 
to meet the problems, Dr. Richard E. Gordon 
wrote in the J.A.M.A. 

It might even be possible to help these 
persons through organized classes—especially 
in rapidly growing suburban areas where the 
rate of emotional and psychosomatic disorders 
is highest, Dr. Gordon said. 

Such classes could be patterned after those 
given to expectant mothers to help alleviate 
post-delivery emotional difficulties. 

He based his suggestion on findings of a 
study comparing the rates of psychosomatic 
ailments in a rapidly growing suburb with that 
of more stable communities. The suburb had 
a much higher rate of psychosomatic ailments 

Continued on page 222a 
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NEWS AND NOTES—Continued 


(ulcers, heart disease, and high blood pressure), 
probably because many of the residents are 
“upwardly mobile.” 

They are striving to rise socially and eco- 
nomically “out of the working class into sub- 
executive white-collar jobs and lesser manag- 
erial positions,” Dr. Gordon said. But they 
face a serious problem in their rise toward 
greater executive responsibility because they 
were not “born to the class” as were many 
of the men who are top executives. 

The upwardly mobile person has to learn 
everything the hard way. He “may have a 
great deal to lose and knows it. If his decision 
backfires he may lose his job and his future 
and be thrown back to the insecurities of his 
past. He wears his responsibility heavily.” In 
addition, he has usually been sensitized by the 
stress of his early life, which makes him more 
susceptible to psychosomatic ailments. 


The financially and socially well-to-do per- 
son, however, has usually been burned less in 
his early years. Also, he is often well estab- 
lished so that “he cannot be much hurt if he 
makes a bad decision,” Dr. Gordon noted. “He 
has not much to fear from the past, present or 
future, so can relax at the end of the day, can 
exercise, look after his health and play.” He 
has a lower rate of psychosomatic disease. 
Psychosomatic illness and emotional dis- 
order will disappear in the upwardly mobile 
person only when he feels he is secure and is 
able to relax. However, before that time comes, 
he may have undergone irreversible physical 
changes. To prevent this, he must learn to 
cope with his problems as he goes along. It 
is the physician’s responsibility to teach this 
to the young, striving executive, Dr. Gordon 
concluded. 
Continued on page 224a 
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meets the specific vitamin-mineral needs of every member of i VITERRA PEDIATRIC—for infants and small children. 


the household — select the form that suits the age and condi- 50 cc. Metered-Fiow bottle. 


tion of each patient best 


VITERRA CAPSULES — comprehensive daily 
supplement. Bottles of 100. Selectively formulated by one of the major 


producers of bulk 
& VITERRA TASTITABS®—can be chewed, dissolved, or 
swallowed. Bottles of 100. New York 17, N. Y. 


VITERRA THERAPEUTIC—high potency formula Division, Chas. Pfizer & Co., Inc. 
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The Cyanogen-Oxygen Flame 

The first new flame source for emission 
spectroscopy to be reported in 50 years has 
been developed in the Biophysics Research 
Laboratory of the Harvard Medical School. 
The Laboratory is located in the Peter Bent 
Brigham Hospital. The new flame, which com- 
bines cyanogen and oxygen, promises to detect 
trace metals in biologic samples that heretofore 
have remained undetected because of the high 
excitation potentials of their atoms. 

Temperatures approaching those on the sur- 
face of the sun are produced by the cyanogen- 
oxygen flame. The flame’s top temperature is 
about 4530 degrees Centigrade. The estimated 
surface temperature of the sun is 6000 degrees 
Centigrade. The cyanogen-oxygen flame ex- 
ceeds the temperature of the hottest conven- 
tional flames currently used in emission spec- 
troscopy by 1700 degrees Centigrade. The 
new flame is coupled with a direct-reading 
flame spectrometer which yields simultaneously 


analyses of sodium, potassium, calcium, and 
magnesium. It can safely be produced under 
laboratory conditions, and is particularly well 
adapted to studies of small biologic samples. 


"This is Dr. Albach, Mrs. Fenwig, 
one of our finest consultants." 


Fifteen seconds are required for the simultane- 
ous determinations of multiple elements using 
but 0.015 millilitres of material in solution. 

The use of cyanogen does not present any 
special hazards. It is readily detected by smell 
at concentrations far below the danger level. 
At no time have any difficulties either from 
the toxic or inflammable nature of the reagent 
been experienced. Neither are its physical, 
chemical or explosive characteristics different 
from those of many other chemicals employed 
routinely. 


Heart Attacks and the Peptic Ulcer 


Acute heart attacks may activate old or 
stimulate the production of new peptic ulcers. 
Clinical studies by physicians in the Depart- 
ment of Medicine, Peter Bent Brigham Hos- 
pital and the Harvard Medical School, indicate 
that myocardial infarction may be associated 
with increased gastric secretions, and the acti- 
vation or appearance of a peptic ulcer. Ulcer 
therapy should be seriously considered for the 
patient. The present observations are in no 
way concerned with the controversial question 
of whether peptic ulcer occurs more commonly 
in patients with coronary artery disease than 
in the general population. From the experience 
of the investigators, they observe that the course 
of acute myocardial infarction may be suddenly 
complicated by the development of serious 
manifestations of active peptic ulcer. That such 
an association may be more than coincidental, 
however, is suggested by the occurrence of 
acute peptic ulceration during a variety of stress- 
ful situations. These complications assume 
added significance and present specific prob- 
lems for management. Emphasis should be on 
prevention. It is recommended that a patient 
with acute myocardial infarction together with 
past or present symptoms suggestive of ulcer 
should receive an ulcer-type regimen prophy- 
lactically, and that anti-coagulants be withheld 
or used with extreme caution. 

Continued on page 228a 
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in oral penicillin therapy 


the speed of action you want 
the reliability you need 


In recent studies involving 107 subjects, effective penicillin 
blood levels were consistently produced within 15 minutes after 
administration of oral potassium penicillin V. Peak levels were 
obtained within a half-hour. Even after two hours, effective 
penicillin blood levels still persisted in every subject. At four 
hours, demonstrable blood levels existed in 93 per cent of 
subjects.'? 


PEN-VEE K may be prescribed for 
all infections responsive to oral penicillin 
... and even many usually treated with parenteral penicillin 


SERUM CONCENTRATIONS—ORAL AND PARENTERAL PENICILLIN 


| | 
Potassium penicillin V 250 meg. (400,000 units) 
-one tablet. Average of 40 tasting subjects.’ 


Procaine peniciltin G (600,000 units) -one 


injection. Average of 10 subjects 


Penicillin Units 
per Milliiter Serum 


2 


Hours after Administration 


1, Peck, F.B., Jr., and Griffith, R.S.: Antibiotics Annual 1957-1958, Medical Encyclopedia, Inc., p. 1004. 2. Wright, W.W., 
and Welch, H.: Antibiotic Med. 5:139 (Feb.) 1958. 3. White, A.C., et al.: Antibiotics Annual 1955-1956, Medical Encyclo- 
pedia, Inc., p. 490. 
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The antibiotic that is prescribed most often for common bacterial 
infections. . . 

penicillin 

In a form that produces high penicillin blood levels rapidly and 
reliably ... 

potassium penicillin V 


In two dosage strengths and preparations to assure acceptance 
by patients... 


Liquid: Penicillin V Potassium for Oral Solution; Tablets: Penicillin V Potassium, Wyeth 


flexibility of dosage form and high potency assure 
acceptability of full therapeutic dosage 


SUPPLIED: Liquid: raspberry-flavored, 125 mg. (200,000 © 
units) per 5-cc. teaspoonful; peach-flavored, 250 mg. (400,000 

units) per 5-cc. teaspooniul. Supplied as vials of powder to 

make 40 cc. Tablets: 125 mg. (200,000 units) and 250 mg. 

(400,000 units) in vials of 36. 


TABLETS 


Philadelphia 1, Pa 


(VOL. 87, NO. 10) OCTOBER 1959 


‘ 
© 
iD | 
Wyeth 
it 
2278 


while they are planning 
their family 


they need your help 
more than ever 


the most widely prescribed contraceptive 


WHENEVER A DIAPHRAGM IS INDICATED 


0.86459 


NEWS AND NOTES—Continued 


La Rabida Research Center, Chicago 

Dedication ceremonies for the Richard J. 
Finnegan Memorial Building, housing the 
Variety Club Research Center, of the La 
Rabida Sanitarium were held recently. The 
building has the most modern facilities and 
equipment throughout. The upper level of the 
building is devoted primarily to chemical lab- 
oratories including organic, physical, and bio- 
chemistry units. There are also special rooms 
for instruments and isotope studies. The lower 
level is devoted to bacteriological experimenta- 
tion, and includes animal quarters and animal 
research laboratories. Units are available for 
pathology, microbiology, and immunology. 

The history of La Rabida began in 1893, 
when Spain chose a replica of the La Rabida 
Monastery at Palos for the Columbian Exposi- 
tion to commemorate the discovery of America. 
After the exposition, Spain presented the build- 
ing to Chicago. In 1896, the Women’s Board 
of La Rabida was formed and took over man- 
agement of La Rabida. The Board has con- 
tinuously served to provide for sick children 
in Chicago since that time. At first, La Rabida 
was concerned with the care of infants with 
diarrheal disease. In 1927, under Dr. Robert 
A. Black, La Rabida became a sanitarium for 
children with rheumatic fever. In 1944, when 
La Rabida became affiliated with the five med- 
ical schools of Chicago clinical care was pro- 
vided by the respective departments of pedia- 
trics, and medical student teaching was intro- 
duced. Arrangements began in 1948 for the 
conversion of the sanitarium to a hospital. In 
1949, an affiliation with the University of 
Chicago for research was inaugurated, and in 
1950, research laboratories were opened. On 
July 1, 1957, the La Rabida-University of 
Chicago Institute was created. The present 
program covers care for patients up to the age 
of 18 years who have rheumatic fever, rheu- 
matic heart disease, rheumatoid arthritis, allied 
connective tissue diseases, nephritis, and 
nephrosis. 

Continued on page 230a 
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anew 36-page 
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tions about menstrual 
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Edited by physicians 
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—anatomically correct 
illustrations. 
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+ The Reproductive System 
Menstruation 


Pregnancy 
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Menopause 
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Prednisolone 

for its 

potent 
anti-intlammatory 
anti-pruritic 
actions 

and patient 
comfort. 
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NEWS AND NOTES—Continued 


Gastric Photography 

A Northwestern University doctor has re- 
ported a new technique for photographing in 
color the interior of a patient’s stomach. The 
technique has been used successfully for the 
past two years on 500 patients. By means of 
electronic flash gastroscopic color photography, 
a transparency is produced with true color 
variations showing the physician exactly the 
condition of the stomach as seen at the time. 
A small 35 mm. single lens reflex camera is 
mounted on a gastroscope which has a flexible 
tube that is inserted through the patient’s mouth 
into his stomach. The image is reflected to the 
camera through the tube by means of a series 
of prisms which are the standard components 
of a gastroscope. The doctor looks into the 
camera lens, focuses the image and releases the 
shutter. This activates a brilliant electronic 
flash at the end of the tube in the stomach for 


1/1000 second. The flash is bright enough to 
reflect the picture, but too short to produce 
enough heat to harm the patient. 

The gastroscope-camera was developed by 
French manufacturers of precision instruments 
under the direction of a professor at the Uni- 
versity of Paris. The first use of this instru- 
ment in the United States was at Northwestern 
University. Consistently good results have been 
obtained, and there have been no accidents or 
harmful effects. 

The technique aids the doctor in differentiat- 
ing between benign gastric ulcers and malignant 
growths of the stomach, and provides a per- 
manent colored photographic record. Previous 
attempts at black and white photography of 
this area have not been nearly as valuable for 
diagnostic purposes as have the color photo- 
graphs. 

Continued on page 232a 
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omplete Rx FOR COUGH CONTROL 


cough sedative / antihistamine / expectorant 


® relieves cough and associated symptoms 

in 15-20 minutes e effective for 6 hours or longer 
@ promotes expectoration « rarely constipates 

agreeably cherry-flavored 


Each teaspoontul (5 cc.) of Hrcomme contains: 
Hycodan® 

Cihydrocodeinone Bitartrate . Sime } 

(Warning. May be habit-f 6.5 me. 

Homatropine Metiyibromide 1.5 me 
Pyrilamine Maleate 12.5 mg 
Ammonium Chieride . . . 


Supplied: A* e pleasant-to-take syrup. May be habit 


Literature 
forming. Federal jaw pesimits orel prescriptior 
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150,000 PHYSICIANS 
- THE WORLD OVER DEPEND ON 
THE INTEGRITY BEHIND THIS NAME 


New Television Camera Helps 
/ in Medical Teaching 
A small television camera that is worn on 
the head has been devised to solve a difficult 


| medical teaching problem—showing students 
| critical areas within the ear, nose, throat, and 
| other body cavities. 


CARDIOGRAPH CARDIOSCOPE A pilot model of the camera has already 
Ae been used in ear, nose and throat teaching. 


The camera is attached to a helmet worn by 
the examining doctor. Through a periscope 
lens, the camera picks up a picture of the 
cavity and carries it by closed circuit to a 
television set, which may be watched by any 
number of students. 

The new teaching device is described by 
Paul Moore, Ph.D., and Hans von Leden, 
M.D)., Northwestern University Medical School, 
Chicago, in the J.A.M.A. 

They explained that normally only one per- 
son can look into a body cavity at one time. 
The problem in the past has been solved 
through the use of mirrors, which allows one 
P other person to see, and photography, which, 
whooping cough : of course, prevents the students from seeing the 

prophylaxis area at the time the examination is done. 
and treatment is The authors believe that the new camera 
e :* solves these and other problems. It allows the 
HYP ERTUSSIS . i examiner to see the field clearly; it allows the 
Pertussis immune globulin derived from a examiner his normai range of motions, and it 
human venous blood 
allows others to see the very same area as the 
examiner sees. 

It has already been used in the clinic class- 
room and operating room, and could be used 
for postgraduate teaching of physicians in their 
own home, office, or hospital, the doctors said. 

The camera is mounted on a fiberglas hel- 
eee met, with a periscope attached to the camera. 
e ready for immediate use, no recon- The mirror and lens system of the periscope is 
ne tininsiitiadieeaecauaaal so constructed that the image is reflected up- 

622, ask your Cutter man ward to the camera lens while allowing the 
or write to Dept. 9-408 : | same image to pass through to the eye of the 
CUTTER LABORATORIES * Berkeley, Calif. examiner, the authors explained. 

The camera weighs about 18 pounds—too 

much for an individual to carry on his head; 
Continued on page 234a 
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@ as reaction-free as gamma globulin 
derived from human venous blood 


e@ small dosage volume lessens tissue 
distention 


e@ high concentration, 1% cc. contains 
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the skin, which has been 
\cid Mantle 


Stops the Flame of Skin Inflammation... 


domeboro 


THE MODERN iets S SOLUTION used all over the world 
... for contact dermatitis due to alkalis, chemicals, oils, 
soaps, plastics, etc. Also in powder packets. 
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NEWS AND NOTES—Continued 


Coming 
next month... 


therefore, a flexible supporting system com- 
prised of a counterweighted bar resting hori- 
zontally on an adjustable vertical shaft with a 
T-shaped unit suspending the helmet was de- 
vised. 

Light is provided through mirrors or a small 
lamp attached to the periscope. 

The pilot model still needs some modifica- 
By Major Michael R. Dacquisto, M.C., Direc- tion, the authors said. They hope that it can 
tor, Division of Nuclear Medicine and Chem- eventually be made to carry color, which would 


istry, Walter Reed Army Institute of Research, | help to delineate the natural features of the 
Walter Reed Army Medical Center, Wash- ‘ areas being examined. 


ington, D. C. 


© Hoarseness 


By F. Johnson Putney, M.D., Department 
of Bronchoscopy & Otolaryngology, Jefferson 
Medical School, Philadelphia, Pa. 


® Leukemia, Radiation and Fallout 


Toward the Clinical Integration of Medi- c Antibiotics Should Not 
cine and Psychiatry Be Used in Cosmetics 
By H. Keither Fischer, M.D., Associate Pro- 


fessor of Psychiatry, Temple University School The inclusion of antibiotics in cosmetics was 


of Medicine & Hospital; and William A. opposed in a report in the J.A.M.A. 
y Steiger, M.D., Associate Professor of Medi- There is no evidence that “constant degerm- 
cine and. Director of Comprehensive Medi- ing” of the skin, such as would be presumed 


cine Clinic, Temple University School of 
Medicine and Hospital, Philadelphia, Pa. 


to occur with the use of antibiotics in cos- 
metics, is “necessarily always or even frequently 


©: Drugs in General desirable,” according to the report. 

* Diniiline The report was written by two New York 

of dermatologists, Drs. Carl T. Nelson and Marion 
Psychiatry, University of Washington School B. Sulzberger, for the A.M.A. Committee on 


Cosmetics. 

Antibiotics are now being used in deodorants 
to help kill bacteria and thus reduce odor. 
They have also been suggested for inclusion in 
face creams and in blemish lotions, according 
to Veronica L. Conley, Ph.D., committee sec- 


of Medicine, Seattle, Washington. 


© Common Eye Diseases Seen by the 
General Practitioner 
Homer B. Field, M.D., Department of Ophth- 
almology, Northwestern University Medical 
School, Chicago, Ill., and the Medical Center, 


Blue Island, Il. 
In a note, Dr. Conley said, “The persistent 
© Survival in a Thermonuclear War trend toward the incorporation of pharmacol- 
} By Solomon A. Garb, M.D., U. S. Public ogically active ingredients into cosmetics has 
Health Service Senior Research Fellow, Del- caused growing concern among the medical 
mar, New York. ; profession . . . Medical experience provides 


considerable evidence of the health implica- 


© The General Abstention and Withdrawal tions in the widespread, prolonged or indis- 


Syndrome criminate use of antibiotics.” 
Joost A. M. Mecrioo, M.D., New York, New ’ x : 
York. There is essential agreement, the report said, 


~ 


that antibiotics generally useful in the treat- 
ment of systemic infections should not be used 
in cosmetics. However, it has been proposed 


© Chronic Ear Disease 
By Paul B. MacCready, M.D., New Haven, 
Conn. 


Continued on page 240a 
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Fostex’ 


e _ treats their 


while they 
wash 


helps remove blackheads’ dries and peels the skin 


degreases the skin 


...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions ...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 
*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and 
sodium diocty!l sulfosuccinate. 

Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 


G FOSTEX CREAM — FOSTEX CAKE 


...in 4.5 oz. jars. For thera- .+.in bar form. For therapeutic 


peutic washing inthe initial 
phase of oily acne treatment. 


Write for samples. 


washing to keep the skin dry and 
free of blackheads during main- 
tenance therapy. Also used in 
relatively less oily acne. 


WESTWOOD PHARMACEUTICALS Buffalo 13, New York 
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STOPPED 


ROMILAR CE raises the cough-reflex thresh- 
old in 15 to 30 minutes and sustains relief for 
as long as six hours—without undue side 
effects, without narcotic hazards or complica- 
tions. ROMILAR CF treats the entire cough and 
cold complex: dextromethorphan (ROMILAR) 
controls the cough, chlorpheniramine com- 
bats allergic manifestations, phenylephrine 
reduces nasal and bronchial congestion, 
N-acetyl-p-aminophenol relieves headache and 
myalgia and reduces fever. Infection, allergy, 
bronchitis, excessive smoking — whatever 
the cause, prescribe ROMILAR CF for cough. 


For convenient use away from home, also 
available in capsule form. 
When only the specific antitussive action of dextromethor- 


phan is indicated, prescribe ROMILAR—Syrup, Tablets or 
Expectorant. 


Romilar® Hydrobromide—brand of dextromethorphan hydrobromide. 


ROMILAR 


the complete treatment for cough and other cold symptoms 
“SYRUP 


ROCHE LABorATORIES « Division of Hoffmann-La Roche Inc « Nutley 10, N.J. 
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Now- 


“A BACTERIOSTATIC BATH”* 


Controls Oropharyngeal Infections 
and Relieves Discomfort Quickly 


Chewing ORABIOTIC releases a soothing flow of saliva, laden 
with two locally potent and complementary antibiotics—neomycin 
and gramicidin—plus a topical analgesic, propesin, which is more 
effective than benzocaine. Valuable as a topical adjunct to sys- 
temic treatment of bacterial infections of the mouth and throat. 


NON-SENSITIZING AND NON-IRRITATING. 


ORABIOTIC 


EACH TROCHE CONTAINS: neomycin 3.5 mg., gramici- 
din 0.25 mg., and propesin 2.0 mg. IN PACKAGES OF 
10 AND 20. One troche chewed for 10-15 min. q. 4h. 


WHITE LABORATORIES, INC., KENILWORTH, N. J. 


*Granberry, C., and Beatrous, W. P.: The Effect of an Antibiotic Chewing Troche 
on Post-Tonsillectomy Morbidity, E. E. N. T. Monthly (May) 1957. ” 
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in 8 out of 10 patients 


Complete Contro! of 
Grand Mal Seizures 


with 


Type of 
Seizure 


Patients 


Number of 


Completely 
Controlled 


50-90% < 50% 


Improved 


Grand Mal 
Psychomotor 


Focal Jacksonian 


214 
29 
19 


172 (80%) 
19 (65%) 
19 (100%) 


15 (7%) 27 (13%) 


10 (35%) 


_ fully to other anticonvulsants. “‘Mysoline” was added to current 
_ medication which, in some cases, was eventually replaced by 


Type of 
Seizure 


N um ber of 
Patients 


Completely 


Grand Mal 
Psychomotor 
Focal Jacksonian 


613 
130 
92 


Controlied | improved 


175 (28.5%) 
10 (7.7%) 
14 (15.2%) 


< 50% 


253 (41.2%) | 185 (30.3%) 
65 (50%) | 55(42.3%) 
36 (39.1%)| 42 (45.7%) 


The dramatic results obtained with ‘‘Mysoline” advocate its use as first 
choice of effective and safe therapy in the control of grand mal and 
psychomotor attacks. 

SUPPLIED: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


LITERATURE AND BIBLIOGRAPHY ON REQUEST 


“Mysoline” is available in the United States by arrangement with Imperial Chemical industries. Ltd. 
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that certain other antibiotics (bacitracin, neo- 
mycin, polymyxin, and tyrothricin) be permit- 
ted in cosmetic preparations. 

Some persons may be sensitive to the drugs 
and develop allergic reactions from continued 
contact. In addition, little information is avail- 
able about the possibly harmful effects of the 
various antibiotics after absorption through the 
skin. 

In conclusion, the report said, “Except for 
the deodorant action of such agents in reduc- 
ing axillary odors, their incorporation in cos- 
metics has not been proved to be of specific 
value, and their widespread use in cosmetics 
could well represent an increased risk to gen- 
eral public health as well as to certain hyper- 
sensitive individuals.” 


Michael Reese Researchers 
Recommend Polio Boosters 

At least one and possibly two booster shots 
of polio vaccine at yearly intervals are desir- 
able, according to a group of researchers at 
Chicago’s Michael Reese Hospital. 

Writing in the J.A.M.A. they reported giving 


a Salk-type polio vaccine to 4,000 children 
during a five-year period. In producing the 
vaccine, the viruses were “killed” through ex- 
posure to ultra-violet rays. 

After a booster injection, the immunity levels 
reached a higher level and fell less than after 
the primary immunization; after a second 
booster there was an even better response, the 
researchers said. 

It seems possible, they said, that polio anti- 
bodies (the agents that fight foreign substances 
in the blood) once produced are present for 
life, although at very low levels, and that the 
host will display a rapid anamnestic reaction 
to either booster injection or actual virus ex- 
posure. 

By anamnestic reaction, the authors mean 
that antibodies that have once been present but 
have disappeared will be produced by the body 
when it is “reminded” by a shot or exposure to 
polio. Thus, the person who has once shown 
antibodies is probably immune. Nevertheless, 
a persistence of demonstrable antibodies is to 
be preferred, and booster shots will help pro- 


vide them, the authors said. 
Continued on page 242a 
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Butazolidin 


tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the‘selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse ...”" 

Rheumatoid Arthritis: in “A total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement...."? Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvemerit. Of the remainder, 
28.2 per cent showed minor improve- 
ment...."? Spondylitis: All patients 
“...experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
patients with various forms showed 
“...8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement...."" 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, 8.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Neugler, W. E., and 
Champlin, 6. Mx New England J. 
Med. 256:388, 1957. 
Availability BUTAZOLIDIN® (phenyt 
butazone ceiey): Red coated tablets 
of 100 mg. BUTAZOLIDING Alka: 
Capsules containing BUTAZOLIDIN® 
(pheny!butazone cerey), 100 mg.; 
dried aluminum hydroxide gel, 

; magnesium trisilicate 


ARDSLEY, NEW YORK 
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The researchers are Albert M. Wolf, M. D.; 
Howard J. Shaughnessy, Ph.D.; Martha Janota, 
M.S.; James W. Chapman, M.D.; Ruth E. 
Church, M.D., and Mildred Moore, B.A. 


Venereal Disease Strain 
May Be Staging Comeback 

Acute venereal disease may not be a med- 
ical chapter of the past, a Wisconsin physician 
said. 

Dr. Ernst Epstein pointed out that it pre- 
viously had been assumed that acute gonorrhea 
had largely been banished by penicillin. 

His conclusion is based on a study which 
indicates that the bacterium causing one form 
of venereai disease—gonorrhea—is developing 
a resistance to therapeutic penicillin injections. 

His opinions are based on a study conducted 


‘The Balanced Acne Therapy 


ELGY LABORATORIES 


NEW YORK 35. Kh. 


in 1958 while he was serving as a captain in 
the Army medical corps in Korea and were 
reported in the J.A.M.A. 

The study included the examination and 
treatment of 146 servicemen infected with 
gonorrhea. They were given a series of five 
daily injections of penicillin. Results indicate 
a 20 percent failure to cure the disease. 

Commenting on this fact, Dr. Epstein said, 
“A 20 percent treatment failure rate is both 
unusual and unsatisfactory.” Previous studies 
cited by the physician indicate a treatment fail- 
ure between one and five percent. 

The doctor discarded reinfection as a factor 
in the high percentage of failure. He said, 
“All patients were restricted to Army com- 
pounds for two weeks and carefully questioned 
regarding further sexual contacts. 

“These considerations do not rule out the 
possibility that an occasional treatment failure 
was the result of reinfection. However, they 
do eliminate reinfection as an explanation for 
the 20 percent failure rate.” 

Dr. Epstein attached “grave significance” to 
the study. “It is probably only a matter of 
time until penicillin resistance will be met on 
an increasing scale all over the world.” 

To combat this new immunity, Dr. Epstein 
called for more careful and prolonged follow- 
up studies coupled with other exhaustive tests 
to find a cure. 


New Radioactive Test 
Shows Liver Damage 


A new test using radioactive dye to measure 
the function of the liver was described in the 
J.A.M.A. 

The test, which is much simpler than older 
tests, opens many new possibilities in the study 
of liver disease and damage, according to Drs. 
Robert A. Nordyke and William H. Blahd, 
University of California Medical Center, Los 
Angeles. 

Among the conditions in which the test is 

Continued on page 244a 
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when head colds 


become 


chest colds 


Novahistine-DH’ 


LIQUID 


controls cough spasm and decongests air passages. Novahistine combined with dihydro- 
codeinone relieves respiratory congestion and controls useless, exhausting cough. And the 
delicious grape flavor of Novahistine-DH makes it appealing to both adults and children. Each 
5 cc. teaspoonful contains: phenylephrine HCI, 10 mg.; prophenpyridamine maleate 12.5 mg.; 
dihydrocodeinone bitartrate, 1.66 mg.; chloroform, approx. 13.5 mg., and I-menthol, 1 mg. 
Exempt narcotic. @ And for all-day or all-night relief-—two long-acting Novahistine-DH Cough Tablets 
will quiet cough and relieve bronchial congestion for 8 to 12 hours. 


PITMAN-MOORE COMPANY « DIVISION OF ALLIED LABORATORIES, INC. « INDIANAPOLIS 6, INDIANA 
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NEWS AND NOTES—Continued 


used are cirrhosis, hepatitis, alcoholism, and 
common bile duct obstructions. 

Radioactive rose bengal is injected into the 
blood stream. The speed with which it dis- 
appears from the blood indicates the degree of 
liver damage or disease. The liver plays a role 
in removing the dye from the blood. Its dis- 
appearance is measured by a standard radiation 
counting device held against the head behind 
the ear. 

The head was chosen as the site of meas- 
urement because it contains a rich and stable 
blood supply which is distant from the large 
and changing concentrations in the abdomen, 
the doctors said. 

Older tests using rose bengal and other sub- 
stances necessitated the withdrawal of blood 
from the veins for checking the color of the 
blood. The value of these tests are restricted, 
the doctors said, to liver disease without jaun- 
dice because of difficulty in reading color 
changes and because of possible injury to an 
already damaged liver by large doses of dye. 

The new test circumvents these problems, the 
doctors said. Since detection of changing con- 


centrations of dye depends on levels of radio- 
activity rather than color, valid results are ex- 
tended to all types of liver damage despite the 
presence of jaundice. In addition, the minute 
quantities of both radioactivity and dye allow 
multiple tests to be done without harm. 


Myths About Pregnancy Refuted 


If you eat ice cream, the baby inside of you 
will catch cold. If you want a boy, eat peanuts 
and alkalies; for a girl, eat sweets and acids. 
If you have heartburn, the baby will have lots 
of hair. 

These are just some of the old wives’ tales 
that plague pregnant women. They exist be- 
cause occasionally coincidence seemingly 
makes one come true, according to an article 
in Today's Health. 

Mrs. Joan S. Pollack, a University City, Mo., 
mother, pointed out that the major hazard in 
passing on such tales is that the pregnant 
woman seems to be especially imaginative. 
She is concerned with protecting her child and 

Concluded on page 246a 


OQ = 


MEDICAL TIMES 


| 
of 
8838 geo G3 
ss or OOO (ex | 
— 
| 
at 
244a 


THE COUGH THAT DIDN'T ROCK THE BOAT 
HIS PHYSICIAN PRESCRIBED 


BENYLIN 


EXPECTORANT 


BENYLIN EXPECTORANT contains in 


each fluidounce 
Benadryl® hydrochloride (diphen- 


hydramine hydrochloride, 


Parke-Davis) . . 80mg. 

Ammonium chloride... . 12 gr. 


ne 


supplied: BENYLIN EXPECTORANT is 
available in 16-ounce and I-gallon 


bottles. 
PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 
#2089 
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for 


REZAMID 4 Lotion 


(NSulfanilylacetamide 85%, Resorcin 2% and 
Suljur Colloid 5%, *Dermik’) 


FOR ACNE VULGARIS COMPLICATED 
BY ERYTHEMA AND INFLAMMATION 


CORT-ACNEC 


(Hydrocortisone Alcohol .25%, NSulfanilylaceta- 
Resorcin 2%, and Sulfur Colloid 5%, 
ermik’ ). 


Available on RX only. 
Write for samples and literature. 


DERMIK PHARMACAL CO., INC. 
Brooklyn 8, N. Y. 
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is only too likely to be scared by the myths. 

Among the myths are: 

—Broad-hipped women have easier deliver- 
ies than those with narrow hips. This belief 
can’t hurt, Mrs. Pollack noted, even though it 
is the internal, not external, measurements that 
determine ease of delivery. 

—If you eat lobster, you will mark the baby. 
To which, Mrs. Pollack replied, “If I drink 
milk, will my baby look like a cow?” 

—The majority of markings are supposedly 
due to happenings late in pregnancy, yet the 
fetus is formed early in pregnancy. 

Not only can a mother never mark her baby 
in a detrimental fashion, but she will only bore 
herself if she listens to piano recitals 10 hours 
a day in hopes of influencing her child to be 
a brilliant pianist, Mrs. Pollack noted. 

—It is safer to be born in the seventh month 
than the eighth month of pregnancy. This 
stems from an ancient Greek belief that a 
baby tried to get out during the seventh month 
and if it was strong it succeeded. If it failed 
and tried again the next month, it would be so 
tired it would die of exhaustion. 

The truth is that every day a baby remains 
inside the mother—up to the normal term— 
it gets stronger and healthier and more likely 
to survive. 

—It is lucky for a baby to be born with a 
caul. The Roman midwives sold cauls for 
good luck to sailors and travelers. The caul 
is caused when the membranes surrounding 
the baby are abnormally tough and instead of 
rupturing, remain intact and are pulied down 
with the advancing head. 

Several other myths about labor, refuted by 
Mrs. Pollack, are: the baby’s head sinks to the 
pelvis at the dark of the moon; change ot 
moon starts labor; girls make harder labor than 
boys; each person the mother talks to after 
labor starts prolongs the pains; if a woman has 
a large mouth, labor will be easy; mothers must 
not breathe deeply during labor since it holds 


_ the baby back. 
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BACKGROUND FCR CONFIDENCE 


The professional carbohydrate 
for milk-modification 


Dextri-Maltose’ 


Carbohydrate formula modifier, Mead Johnson 


Cow’s milk, water and carbohydrate —the one system 
of infant feeding that consistently, for over four 
decades—has received universal pediatric recognition. 
No carbohydrate employed in this system of infant 
feeding enjoys so rich and enduring a background of 
clinical acceptance as Dextri-Maltose. 


Dextri-Maltose is 

@ non-sweet... won't develop “sweet tooth” 

@ economical... costs only pennies a day 

easy-to-use ...dry powder form is easy to measure 
accurately; dissolves readily 


\ Mead Johnson 


Symbol of service in medicine 
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It spares them the 
usual rauwolfia side effects 


FOR EXAMPLE: “A clinical study made of syrosingopine [Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing hypertension, 
although the daily dosage required is higher than that of reserpine. Severe side-effects are infrequent, 
and this attribute of syrosingopine is its chief advantage over other Rauwolfia preparations. The 
drug appears useful in the management of patients with essential hypertension.” 


Almost all side effects relieved when Singoserp was 
substituted for other rauwolfia derivatives in 24 patients* 


| Incidence 
Side Effects with Prior Relieved by Not 
Rauwolfia Agent Singoserp Relieved® 


Depression 11 


Lethargy or fatigue 


Nasa! congestion 7 


Gastrointestinal 2 
disturbances 


Conjunctivitis 1 


*Two of the 24 patients had two troublesome side effects. 


(syrosingopine CIBA) 
First drug to try in new hypertensive patients 


First drug to add in hypertensive patients already on medication 


Supplied: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. Samples available on request. 
Write to CIBA, Box 277, Summit, N. J. 


1. Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, M. R., and Wright, J C.: J.A.M.A. 169:1609 (April 4) 1959. 
2. Bartels, C. C. Clinical report to CIBA. 
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eeehas a more prompt, more potent and more prolonged 
effect than the vitamin K analogues....Its 
reliability in treating undue hypoprothrombinemia 
from anticoagulant therapy is of particular 
importance. [Mephyton] can be depended on to 
reverse anticoagulant-induced hypoprothrombinemia 
to safe levels whether bleeding is only potential 
or actually has occurred." 

Council on Drugs: New and Nonofficial Drugs, 

Philadelphia, J. B, Lippincott Co., 1958, p. 620. 


"For correction of the anticoagulant effect of the 
coumarin compounds, vitamin Ki is much more 
effective than are the water-soluble preparations 
of menadione." 


Barker, N. W.: Fundamentals of anticoagulant 
therapy, Minn. Med. 41:252, April 1958. 


For coumarin overdosage, “Vitamin K,, given 
intravenously, in an oil emulsion will act as soon 
as two hours after injection. It is the treatment 
of choice in such conditions." 
Kupfer, H. G., and Kinne, D. R.: Anticoagulants, 
theoretical considerations and laboratory control, 
Virginia M. Monthly 85:230, May 1958. 


*...I would strongly urge the use of vitamin K,...if an 
antidote is necessary for the hypoprothrombinemia 
produced by the coumarin anticoagulants or 
the indandiones.’* 

Meyer, 0. 0.: Use of anticoagulants in the treatment of 
coronary artery disease, Postgrad. Med. 24:110, Aug. 1958 


chemically identical with naturally-occurring vitamin K, 


Dosage: Orally, to modify anticoagulant effects: 5 to 10 mg. initially; 15 to 25 mg. for more 
vigorous action. Intravenously, for anticoagulant-induced bleeding emergencies, 10 to 50 
mg.; may be repeated as indicated by prothrombin time response. (Some clinicians advise 
their patients to keep a supply of tablets on hand at all times; if gross bleeding occurs, 
the patients are instructed to take 10 mg. and phone the doctor.) 


Supplied: Tablets, 5 mg.; bottles of 100. Emulsion, each 1-cc. ampul contains 50 mg.; boxes of 6 ampuls. 


MEPHYTON is a trademark of Merck & Co., Inc. 


Gsl) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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MADRIBON 


“Structurally a sulfonamide but clinically in a class by 
itself, Madribon exerts a high degree of effectiveness 
against a wide range of pathogens....” 


G. A. Moore, paper reed at Conference on Recent Contributions 
to Antibacterial Therapy, New York City, May 21-22, 1959. 


“The relatively minor change in the normal fecal flora... | 
indicates considerably less likelihood of superinfections 
...than with many other chemotherapeutic agents.” 

S. M. Finegold, Z. Kudinoff and H. O. Kendall, ibid. 


“As Madribon does not materially alter the bacterial pop- 
ulation of the respiratory tract, there is no danger of over- 
growth as with antibiotics.” 


P. Rentchnick, paper presented at the International Con- 
gress of Infectious Pathology, Milan, Italy, May 6-10, 1959. 
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In 25 years, antibacterials have progressed from the status of heroic therapy 
to universal medication. This development has brought into focus a number of 
unexpected problems relating both to bacterial and host response. 


Shifts in bacterial flora—particularly of the respiratory, urinary and gastro- 
intestinal tracts—pose entirely new therapeutic problems. The emergence of 
resistant strains of bacteria creates still another hazard. In addition, anaphy- 
lactic reactions often hamper critically needed therapy. 

While this entire question of bacterial mutations and patient sensitization is 
undergoing continual intensive study and reorientation, the immediate clinical 
need is for a new alternative to control infection in today’s patient. 


A MODERN PROGRAM FOR THE CONTROL OF INFECTIONS 


In nonbacterial (presumably viral) upper respiratory fluids, bed rest, 
infections antipyretics 


When the diagnosis is primary bacterial infection - 
when secondary bacterial invasion is a problem in virus MADRIBON 
infection - when sensitivity testing is not feasible 


For problematic and fulminating infections antibiotics 


Backed by the fastest growing bibliography of any anti-infective agent, 
Madribon is already widely established as the new alternative because (1) it 
quickly controls the infection—in more than 90% of reported cases including 
some due to resistant strains; (2) it is safe -less than 2% side effects, generally 
of a mild nature; (3) it is economical. 


For recommended dosage and precautions, consult product literature. 


Supplied: MADRIBON TABLETs: 0.5 Gm, double scored, monogrammed, gold colored — bottles 
of 30, 250 and 1000. MADRIQID CAPSULES: 125 mg, gold colored—bottles of 100 and 1000. 
MADRIBON SUSPENSION : 0.25 Gm/teasp. (5 cc), custard flavored—bottles of 4 oz and 16 oz. 


MADRIBON®— MADRIQID''™ rRocHE® 


Division of Hoffmann-La Roche Inc + Nutley 10 + N. J. 
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DIAGNOSIS, PLEASE 


(Answer from page 33a) 


MULTIPLE CALCIFIED ANEURYSMS 
OF THE SINUSES OF VALSALVA 
Note notching of the ribs as result of as- 

sociated coarctation. 


WHO IS THIS DOCTOR? 


(Answer from page 69a) 


THOMAS DOVER 


MEDIQUIZ 


(Answers from page 75a) 


1 (A), 2 (D), 3 (B), 4 (B), 5 (D), 
7 @. @. F &). 
(10 (C), 11 (B), 12 (B), 13 (B). 


A Si uperb Gitt 


THIS IMPORTED DECORATOR'S PIECE 
MAKES AN OUTSTANDING GIFT OR 
PRIZE THAT SURELY WILL BE TREAS- 
URED BY ITS RECIPIENT. COMBINING 
GRACE AND A TOUCH OF HUMOR, IT 
WILL ADD A NOTE OF CHARM TO A 
PHYSICIAN'S OFFICE OR HOME. 


STYLED AND HAND-PAINTED BY 
ITALIAN ARTISTS, THE GLAZED CE 
RAMIC STANDS A FULL 12 INCHES 
HIGH. PRICE: $19.75 EACH. 


IMMEDIATE DELIVERY. 


10% DISCOUNT ON HALF-DOZEN 
ORDERS. WRITE FOR SPECIAL 
PRICES ON DOZEN-LOT ORDERS. 


WHAT'S YOUR VERDICT? 


(Answer from page 53a) 


The Appellate Court affirmed the trial 
court’s verdict, holding: 

“Plaintiff did not establish prima facie a 
cause of action for malpractice. It is not 
shown that the treatment given by de- 
fendant was not consistent with good stand- 
ards of professional judgment addressed to 
the patient's psychiatric problem. Thus 
there is no basis in the record to justify a 
finding of malpractice.” 

Based on decision of 
APPELLATE DIVISION OF THE 
SUPREME CourRT OF NEW YorK. 


MEDICAL TIMES OVERSEAS, INC. 
DEPT. M, 1447 NORTHERN BOULEVARD 
MANHASSET, NEW YORK 
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Covering the Times 


Dr. T. B. Quigley, this month’s cover physi- 
cian, enjoys a varied professional life. He is 
Assistant Clinical Professor of Surgery at 
Harvard Medical School, is affiliated with Peter 
Bent Brigham Hospital and several others; he 
has a private practice in Boston; he is surgeon 
to the Harvard Athletic Association. 

Dr. Quigley’s ties with Harvard date back 
to 1925 when he matriculated as a freshman 
at the college. Harvard Medical School fol- 
lowed, and then an internship at Peter Bent. 
Dr. Quigley has been associated with the Ath- 
letic Association since 1938. 

During World War II, when he served in 
the European Theater, his “interest in musculo- 
skeletal trauma was aroused and for the past 
ten or twelve years my practice has been con- 
fined to adult orthopaedics, with particular ref- 
erence to acute injury.” He has published many 
scientific papers in this field. 

Dr. Quigley and his wife Ruth are parents 
of two girls and a boy. The doctor is a sailing 


and fishing enthusiast, and a few years ago 
caught a 319-pound tuna. This catch, accord- 
ing to colleagues at Harvard, “made him just 
a bit hard to live with for a while.” 

Artist Stevan Dohanos, doing his usual thor- 
ough research and sketching job before starting 
to paint, spent a weekend at Harvard with 
Dr. Quigley and other staff members, including 
Head Trainer Jack Fadden, who is also the 
trainer for the Boston Red Sox. 

Highlights of the weekend were the football 
game with Yale, Harvard's old rival, and a 
horse steak dinner at the Faculty Club. 

“The steak was a new one on me,” reports 
Dohanos. “It was good—but different.” 

The game was played in weather that Do- 
hanos characterizes as “bitterly cold.” But it 
was a contest calculated to make Dr. Quigley 
and other loyal Sons of Harvard forget the 
weather. Harvard trounced Yale to the tune 
of 28-0. 


Like a full color reproduction of any of 
our cover paintings? They're printed on 
wide margin paper, ready for framing. 
Send 50c for a single print or $2.50 for 
six (of a single cover or assorted). 


Dohanos and Dr. Quigley (right) at Harvard's Soldiers Field. It was a big day for the Crimson. 
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NOW... 
TINY TABLET UNDER TONGUE 


STOPS MIGRAINE 
‘SICK’ HEADACHE 


SHUTS OFF PAIN 
BLOCKS OUT FEAR 


ANYTIME, ANYWHERE, 
WITHOUT NEED EVEN FOR 
A GLASS OF WATER 


because prodromal warning usually tells patients that the time to arrest 
imminent migraine attack is right now, and the place to do it is right here. 


MORE CONVENIENT... NO WATER, INJECTIONS OR PRIVACY NEEDED 


] Dosage: Sublingually, 1 tablet at onset of attack. 
Additional doses may be taken, if necessary, as 
follows: 1 tablet every half-hour until relief is 
obtained. Total dosage must not exceed 3 tablets 
within 24 hours. 

Contraindications: Peripheral vascular and coro- 
nary heart disease, hypertension, renal or hepatic 
dysfunction and pregnancy. 

Supplied: exrcomar Tablets, 2 mg. ergotamine tar- 
trate per tablet, in specially developed dispenser 


packages of 12 tablets. May we suggest for patient 
convenience and economy, writing for not less than 
12 tablets in a prescription. 


References: 1. DeJong, R. N.: GP 19:147, 1959. 2. Scientific 
Exhibit, 9th Annual Meeting, Am. Acad. Neuro ology. Boston, 
Mass., April 22-27, 1957. 3. Berman, B. A.: Current personal 
ication in the files of Nordson Laboratories. 4. Saunders, 

S. H.: Current personal communication in the files of Nordson 
All the patient has to do is to place a tiny ERGOMAR tablet Laboratories. 5. Blumenthal, L. S., and Fuchs, M.: Am. Acad. 


under tongue. It blood stre directly through Neurology, Los Angeles, Calif., April 15-18, 1959. Sublingual 
— oo y Administration of Ergotamine in Relief of Migraine and Vas- 


buccal lining, bypasses stomach and hepatic system and 

aborts vascular headache and migraine in ney ERGOMAR™ brand of specially processed 

one half the usual time of ingested tablets.'-* ergotamine tartrate* 

NORDSON PHARMACEUTICAL LABORATORIES, INC. / 35A ELLIS AVENUE, IRVINGTON, N. J. NY 
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FOR A 
HEAD 
START 


headache and fever 
tearing eyes 
coughing 

sneezing 

running nose 

sore throat 
earache 

sinusitis 


IN UPPER RESPIRATORY INFECTIONS 


COSA-TETRACYDIN 


CAPSULES 
= Quick, symptomatic relief 
= Effective in the control and prevention of secondary complications 


Each capsule provides: 
Cosa-Tetracyn ’ Additional information on Cosa-Tetracydin 


phenacetin . is available from the Medical Department 
caffeine . of Pfizer Laboratories on request. 


salicylamide 
buclizine HCl 1 (Pfizer) Science for the world’s well-being™ 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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When anginal episodes persist in spite of E.C.G. 
evidence of “good recovery’”’ from myocardial 
infarction, METAMINE SUSTAINED provides ideal 
protective medication. In fact, METAMINE 
SUSTAINED protects many patients refractory to 
other cardiac nitrates,? reducing the number and 
severity of anginal attacks, or eliminating them 
entirely. Dosage is easy to remember: “1 tablet 
on arising, and 1 before the evening meal.” 

Each tablet of METAMINE SUSTAINED slowly releases 
10 mg. of aminotrate phosphate (LEEMING), the 
long-acting coronary vasodilator virtually free of 


1. Eisfelder, H.W.: Cave history 4/35. Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


The picture of health—no “angina problem” 


(2 years post-infarct) oi 
...on Metamine Sustained, b.i.d. 


ye 


nitrate side effects (nausea, headache, hypotension) .? 
And, when you prescribe METAMINE SUSTAINED 
your angina patient will need less nitroglycerin 
and thus remain fully responsive to that vital 
emergency medication. 

Supplied : bottles of 50 and 500 sustained-release tab- 
lets. Also: METAMINE(2mg.) ; METAMINE(2mg.) WITH 
BUTABARBITAL (14 gr.); METAMINE (10 mg.) WITH 
BUTABARBITAL (*4 gr.) SUSTAINED; METAMINE (10 
mg.) SUSTAINED WITH RESERPINE (0.1 mg.). 


Shes Leeming Ce Inc New York 17. 
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for MIGRAINE 


RELIEVES FASTER because Wigraine disintegrates 
in seconds. Gives prompt effect. No taste or aftertaste. 


TREATS ENTIRE SYNDROME: restores cerebral 
vascular system to normal... alleviates nausea, vomiting 
... relieves residual occipital pain. 


Wigraine, in tablets and suppositories, supplies: 


1 mg. Ergotamine Tartrate 
100 mg. Caffeine 

0.1 mg. |-Belladonna Alkaloids 
130 mg. Acetophenetidin 
Tablets—Boxes of 20 and 100 
Suppositories— Boxes of 12 


Organon Inc. Orange, N. J. 
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simpler: Preoperative administration of Sutrasuxipine simplifies bowel surgery. 
“Intestinal anastomoses can be performed by the open technic and multiple- a“‘standard’’ in 
stage procedures reduced to a single-stage resection.””* : : 
smoother: After surgery, “the postoperative course is unusually smooth, abdom- : 
st inal distention absent, gas pains are mild, and the danger of peritonitis and : | fy eavass 1) : 
deep abscesses from gross fecal contamination is minimized.’’* 
Safer: SuLFasuxipine is exceptionally well tolerated—nausea and vomiting prac- : 
t tically never occur...incidence of other reactions is only one percent. \ i lew 
Fe *Goodman, L. S., and Gilman, A.: The Pharmacological Basis of Therapeutics, Ed. 2, The Macmillan Company, 1955, p.1312. CAV Ta 
= Daily dosage: 412 to 6 tablets six times daily. Children—0.25 Gm./ Kg. daily in six divided doses. Available: as 0,5 Gm. tab- : ) Kay 
ry lets in bottles of 100 and 1000, and as a powder in 1-Ib. bottles. Sutrasuxipine is a trademark of Merck & Co., Inc. . E “ ° 
- Additional literature is available to physicians on request. : bowel surgery : 
MO) Merck Sharp & Dohme oivision of MERCK & CO. tne, PHILADELPHIA 1, PA. lecccccescccececceccs : 
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